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Uncertainty about the indications for and the results 
of radiotherapy for cancer of the breast is due princi- 
pally to lack of a generally accepted classification of 
cases according to different stages of disease. The 
results of any method of treating cancer in any location 
depend primarily on the anatomic extent of involvement 
at the time treatment is instituted. Clinical symptoms 
and signs are not always indicative or conclusive of 
extent. Frequently this can be estimated only after 
surgical operations and microscopic examination of tis- 
sues removed. Therefore, in classifying cases of cancer 
of the breast both clinical and pathologic evidences of 
extent of involvement should be taken into consider- 
ation. This will permit comparing the results of thera- 
peutic procedures on an equitable basis for cases in 
similar stages of disease, and preferred methods of 
treatment may be determined accordingly. 

Several methods of classifying cases of cancer, based 
on clinical or pathologic manifestations alone, have 
been published. One clinical method is based on the 
determination of “operability.” But there are wide and 
individual differences of opinion about the clinical indi- 
cations for operability or inoperability. In addition, 
operability does not necessarily mean curability. 
Another method is based on the presence or absence of 
metastases in axillary lymph nodes, but there are 
different degrees of axillary involvement and conse- 
quently the prognosis differs. Pathologic classifications 
are based on differences in histologic structure and on 
grading according to variations in degrees of differ- 
entiation. The probable rate of growth may be indi- 
cated by such evidence but not the extent of disease. 
A cancer considered highly malignant histologically 
may be localized and curable, whereas one that is much 
less malignant may be extensive and incurable. 

About 20 years ago, when making a statistical analy- 
sis of the results of treatment in a series of cases at 
the Cleveland Ciinic, I tried to apply several of the 
classifications which had been published. None were 
satisfactory. Therefore a classification based on both 
clinical and pathologic evidences of anatomic extent 
of involvement was developed with the cooperation of 
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Dr. Allen Graham, then pathologist at the Cleveland 
Clinic. This was published first in 1937.1 At the 
same time a list was published which we called the 
“Criteria of Incurability.” Later it was deemed advisa- 
ble to change the classification. According to the 
original plan, cases were divided into three groups or 
stages. The third group included cases with or without 
evidences of remote metastases at the time of initial 
examination. This group was divided to make a fourth, 
which would include cases with remote metastases 
regardless of the local condition of the breast.2 This 
division was made because: (1) remote metastases may 
develop even from small carcinomas which have appar- 
ently been clinically localized ; (2) patients with remote 
metastases are not cured by surgery or other therapeutic 
procedures, and (3) comparisons cannot be made of 
the results of operation with those of irradiation for 
metastases. The revised classification of cases of cancer 
of the breast follows: 


Group or Stage 1 
Skin: not involved 
Tumor: localized in breast and movable 
Metastases: none in axillary lymph nodes or elsewhere 


Group or Stage 2 
Skin: not involved 
Tumor: localized in breast and movable 
Metastases: few axillary lymph nodes involved, no metastases 
elsewhere 


Group or Stage 3 

Skin: edematous, brawny red induration or inflammation 
obviously not due to infection, extensive ulceration, 
multiple secoridaty . nodules 

Tumor: diffusely infiltrating breast, fixation of tumor or 
breast to chest wall, edema of breast, secondary tumors 

Metastases: many axillary lymph nodes involved or fixed, 
no clinical or roentgenologic evidence of remote metastases 


Group or Stage 4 
Skin: as in any other group or stage 
Tumor: as in any other group or stage 
Metastases: axillary and supraclavicular lymph nodes exten- 
sively involved, clinical or roentgenologic evidence of 
metastases 


The criteria of incurability are arranged and listed in 
simplest form: 
The Skin 
1. Edema (orange or pig skin) of more than slight extent 
2. Ulceration of more than slight extent 
3. Brawny red and inflamed, not obviously as the result of 
infection 
4. Multiple secondary nodules 





1. Portmann, U. V.: Classification of M y Carci to Indi- 
cate Preferable Therapeutic Procedures, Radiology 28: 391 (Oct.) 1937. 

2. Portmann, U. V.: Clinical and Pathologic Criteria as a Basis for 
Classifying Cases of Primary Cancer of the Breast, Cleveland Clin. Quart. 
10:41 (July) 1943. 
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The Breast 
1. Diffusely edematous 
2. Diffusely infiltrated 
3. Multiple secondary tumors 
4. Fixation to chest wall 


Metastases 
1. Axillary lymph nodes numerous, extensively involved and 
fixed 
2. Supraclavicular lymph nodes or edema of skin 
3. Involvement of contralateral breast or lymph nodes 
4. Remote metastases in bones, lungs or other viscera 


This classification and the criteria of incurability were 
presented in 1942 by invitation in a paper for a sym- 
posium on cancer of the breast for the Section on 
Surgery, General and Abdominal, of the American 
Medical Association. The paper was not published in 
Tue JourNnat of the Association because the Editor 
deemed it too technical. However, in discussion of the 
symposium Dr. C. D. Haagensen * presented what he 
called “clinical criteria of inoperability,” which he and 
Dr. A. P. Stout had arranged. It is interesting that 
their criteria were almost identical with those which I 
presented at that time and had published five years 
previously. 

The logic for the indications for different therapeutic 
procedures for cancer of the breast and the general 
average of results as reported in the literature may be 
discussed on the basis of the classification and criteria 
of incurability presented. 

First Stage—tThe earliest clinical sign of a cancer 
of the breast is a small, freely movable tumor without 
skin involvement, palpably enlarged lymph nodes or 
evidence of remote metastases. There are other tumors 
of the breast presenting the same clinical signs which 
are not cancers ; therefore it often is impossible to make 
a differential diagnosis. Microscopic examination is 
necessary. The safest and most conclusive way to do 
this is to excise such tumors in toto and examine them 
microscopically at once. If a tumor is benign no other 
procedure is necessary. If cancer is found, the surgeon 
then must decide how to proceed. In most instances 
radical mastectomy will be performed to remove and 
investigate the axillary. contents because even small 
cancers may metastasize to axillary nodes without clini- 
cal manifestations. If after microscopic examination of 
each node removed metastases cannot be demonstrated, 
then such cancers may be classified as stage 1. The 
general average proportion of cases in this category is 
about 20 per cent of those with operation, and the five 
year survival rate has been reported as approximately 
85 per cent following operation alone. 

About 15 per cent of patients whose lesions have 
been considered to be stage 1 after operation and micro- 
scopic examination die within five years. The reasons 
probably are: (1) Neoplastic cells may not have been 
arrested in axillary nodes but may have passed through 
them and metastasized elsewhere, presenting no clini- 
cal or pathologic evidence prior to operation; (2) the 
cancer may have metastasized not to the axilla but to 
the internal mammary or mediastinal groups of nodes, 
as happens especially in the case of inner quadrant 
tumors, or (3) metastases may not have been detected 
by microscopic examination. Recently Saphir and 





3. Haagensen, C. D., in discussion on Adair, F. E.: The Role of 
Surgery and Irradiation in Cancer of the Breast, J.A.M.A. 121: 553 
(Feb. 20) 1943. 
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Amromin‘ restudied a series of cases previously 
reported as having no axillary metastases and by serial 
section demonstrated cancer cells in 33 per cent. 

It is questionable whether radiotherapy is indicated 
or beneficial for stage 1 cases. The matter of pre- 
operative irradiation will be discussed later. In our 
experience postoperative roentgen therapy to the supra- 
clavicular and axillary regions has not increased the 
survival rates. This may be because extension had 
taken place to other areas not irradiated, such as the 
substernal region. 

Second Stage-——The second stage in the progress of 
cancers of the breast usually embodies a movable tumor 
without skin involvement but with metastases in a few 
axillary nodes, none being demonstrable elsewhere. 
The prognosis after operation is almost in direct ratid 
to the relative number of nodes involved. About 25 
per cent of patients who undergo operation will have 
only a few nodes involved (stage 2), and the general 
average of five year survivals has not been more than 
50 per cent by operation alone. 

Since 50 per cent of stage 2 patients who are 
operated on die of their disease within five years, it 
must be because extension had taken place beyond the 
anatomic limits of surgical removal. Although recur- 
rences seldom take place locally in the chest wall or in 
the axilla of those having radical mastectomy, the dis- 
ease probably has extended to the infraclavicular or 
supraclavicular and parasternal nodes and eventually 
will spread to vital organs. It would seem logical 
to give postoperative roentgen therapy in such cases 
in order to delay the progress of the residual cancer. 
This will be accomplished in about 15 per cent. 

There are some radiologists’ as well as surgeons who 
believe that postoperative roentgen therapy is of no 
benefit. I believe that this conclusion is based on 
reports or results of unclassified or improperly classified 
cases in most instances. Some contend that irradiation 
should be deferred until recurrences or metastases 
develop. However, the members of the medical pro- 
fession constantly urge that cancer be attacked as soon 
as possible. When residual cancer from the breast is 
present or suspected in certain regions, even though 
undemonstrable, treatment would seem indicated by all 
methods of known value including irradiation. Those 
who contend that postoperative irradiation is of no 
benefit undoubtedly will concede that cancer cells are 
destroyed or their growth inhibited by irradiation and 
that many patients with recurrences or metastases and 
those in advanced stages are benefited. If this is true 
then advantage also should result from irradiation for 
less extensive disease as, for example, residual cancer 
in stage 2 cases. 

It is amazing that there are statements in the litera- 
ture made by surgeons to the effect that recurrences and 
metastases develop sooner than expected in patients 
receiving postoperative irradiation for cancer of the 
breast. Also, there are many reports which indicate 
that fewer patients survive five years after irradiation 
than after operation alone. 

Irradiation not only does not stimulate growth of 
cancer cells but may inhibit their development ; irradi- 
ated tissues resist the local spread of cancer. No one 
can anticipate when cancer of the breast may recur 
locally or where it may metastasize, whether or not 





4. Saphir, O., and Amromin, G. D.: Obscure Axillary Lymph-Node 
Metastasis in Carcinoma of the Breast, Cancer 1: 238 (July) 1948. 
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irradiation is given. When such conditions develop 
after operation it is evidence that not all cancer was 
removed and that the operation was unsuccessful as far 
as cure was concerned ; also, that the lesions developed 
in spite of, and not because of, the irradiation. 

The problem of preoperative roentgen therapy for 
stage 1 and 2 cases should be discussed. Patients in 
these categories have small movable tumors without 
clinically demonstrable metastases, although the tumors 
may not be carcinomatous. It would be, of course, 
illogical to give preoperative roentgen therapy until 
an exact diagnosis is established. Biopsy by aspiration 
or similar methods will be conclusive only if positive 
for cancer, not if negative. Benign and malignant 
tumors may exist concomitantly, cysts may contain 
cancers, and cancers may be cystic. Therefore, if 
benign tissues or cystic fluid should be obtained from 
a tumor by biopsy needle it may lead to an erroneous 
diagnosis and delay satisfactory treatment of a cancer 
as previously stated. The best manner of taking a 
biopsy specimen is excision of the breast tumor for 
purposes of immediate microscopic diagnosis. The 
removal disposes of the local growth at least, and 
either simple or radical mastectomy will be indicated if 
the tumor is malignant. Therefore, in my opinion, 
preoperation irradiation is not indicated for what may 
prove to be stage 1 or 2 cases of cancer of the breast. 

Third Stage-—The third stage of cancer of the breast 
includes cases with metastases in many axillary nodes 
and with or without criteria of incurability. In some 
cases in the latter classification the presence of metas- 
tases in many axillary nodes can be determined only 
after operation. The prognosis is little if any better 
for such cases than for those with criteria of incurability. 
However most cases in stage 3 will be classified as 
having these criteria. In our series 25 per cent of 
all cases were in this stage. 

The general average of five year survivals iy opera- 
tion alone for stage 3 cases has been about 5 per cent. 
It has been found that the average natural life expec- 
tancy of women with cancer of the breast who have 
received no treatment is almost three years, and 5 per 
cent live five years. Therefore it may be concluded 
that radical operations for stage 3 cases do not increase 
survival rates. 

The most important clinical signs of cancer of the 
breast, and those which should be recognized and sought 
before therapeutic procedures are instituted, are those 
listed as the Criteria of Incurability. Patients with 
these manifestations are usually in stage 3, although 
some are in stage 4. They should be treated by irradi- 
ation alone and with sex hormones in certain cases. 
Operations should not be performed on them, because 
not all cancer can be removed. It is recognized that 
cutting through cancer and operative manipulation may 
hasten dissemination ; there is considerable evidence that 
operations on patients with criteria of incurability have 
shortened life. In one series 75 per cent died in 18 
months and none were cured. 

In this connection I prefer to quote from J. B. 
Deaver, an eminently skilful surgeon with wide experi- 
ence in treatment of cancer of the breast. In dis- 
cussing operations on patients in advanced stages he 
and McFarland * wrote in part: “Any operation, the 
purpose of which is merely to remove as much malig- 
nant tissue as possible, or in cases where completed 
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removal is clearly out of the question, should be strongly 
condemned. Operations of this type contribute nothing 
to the comfort of the patient nor prolongation of life ; 
on the contrary, the end frequently is hastened by 
exciting the disease to more active growth.” In our 
experience 15 per cent of patients in stage 3 cases who 
were given irradiation alone survived five years. 

Some patients with criteria of incurability have 
ulcerating lesions. There often is an inclination to 
operate at once for esthetic reasons; however, most of 
these patients have had the ulceration for some time 
and have become inured to the inconvenience. Many 
such ulcerations heal completely after irradiation, and if 
they do not there is less likelihood of dissemination if 
operation is deemed advisable later. Also, administra- 
tion of estrogens may induce ulcerations to heal. 

After irradiation has been given to patients with 
criteria of incurability but without remote metastases, 
often the breast tumor and enlarged nodes reduce con- 
siderably in size. When this ensues the surgeon may be 
inclined to operate. However, under such conditions 
the irradiation seldom will have destroyed all cancer 
cells and some will be present in the breast tissues 
fibrosed by the irradiation and in lymph nodes. The 
disease will not be less extensive, especially in the 
axillary and supraclavicular regions, and there is no 
more chance of removing all of it surgically than there 
was prior to irradiation. It would be necessary to cut 
through cancer tissue, and there would be likelihood 
of liberating dormant or viable neoplastic cells which 
have been more or less confined in tissues fibrosed by 
irradiation. It is my impression that at the Cleveland 
Clinic the few patients in stage 3 who underwent 
operation after irradiation have had remote metastases 
‘develop sooner than those having irradiation alone. In 
my opinion irradiation will not make incurable cases 
surgically curable, and preoperative irradiation for 
patients with criteria of incurability is useless. Since 
operations are not indicated for patients with criteria 
of incurability, one must rely principally on irradiation 
alone. This treatment will not cure but will afford 
palliation and prolong the lives and economic usefulness 
of some patients. 

Fourth Stage-—A fourth classification of cases of 
cancer of the breast must be made to include those with 
remote metastases on initial examination, regardless of 
the presence or absence of criteria of incurability. A 
complete physical examination and a roentgenographic 
survey of the lungs, skull, vertebrae and pelvis should 
be made of all patients with tumors of the breast to 
exclude the possibility of metastases before therapeutic 
procedures are instituted, especially when there is a 
suspicion of cancer. Metastases to these regions or 
other viscera may develop from cancers which appear 
to be clinically in early stages. Patients with remote 
metastases are not wittingly subjected to operation, and 
the majority are treated for palliation by irradiation 
and/or other measures such as endocrine therapy. In 
one series 20 per cent of patients were found to involve 
remote metastases on initial examination. 

It should be noted that about 45 per cent of all 
patients were classed in stages 3 and 4 combined, when 
first examined. Such cases are incurable, and the 
average of five years survivals after operations alone is 
no greater than if none were performed—perhaps less. 

Conscientious surgeons select patients for operation 
and operate only when there is a reasonable chance of 
benefit. It is undoubtedly true that most patients are 
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referred for irradiation only when the condition has 
advanced too far for operation to be beneficial, when 
there is reason to believe that not all malignant tissue 
was removed at operation or when recurrences and 
metastases appear. Therefore, since irradiation is given 
to more patients in such advanced stages of disease, 
fewer will survive than those in earlier stages under- 
going operation alone. Comparisons of results of opera- 
tion alone for selected early cases with results of 
irradiation for advanced disease cannot be justified. 
This is one reason for advocating a classification such 
as that suggested for analyses of results. 

Although the indications and results of irradiation as 
discussed have dealt with roentgen therapy, other meth- 
ods of treatment should be considered for incurable 
cancer of the breast. These include interstitial radium 
therapy, preferably by implantation of needles in the 
primary tumor of selected patients, castration by roent- 
gen therapy and administration of endocrine substances. 
The technics of roentgen ray and radium therapy will 
not be discussed. 

Castration by roentgen therapy may be considered 
for patients who still menstruate and have criteria of 
incurability, local recurrences or metastases. _ Although 
primary tumors or lymph node metastases seldom 
regress remarkably after castration, benefits are mani- 
fested by improvement in the general condition of 
patients, by relief of pain and not infrequently by regres- 
sion of pulmonary metastases and by ossification in 
lesions of bone. Improvement is derived in about 25 
per cent. The question of castration in patients with 
metastases in axillary nodes should be decided accord- 
ing to age and extent of involvement. Castration is 
not advisable for women of childbearing age with only 
a few nodes involved. Pregnancy may stimulate growth 
of cancer of the breast, but many women with minimal 
axillary involvement have borne children without ill 
effects. However, women approaching the menopause 
are grateful for cessation of menstruation. 

The kind of endocrine substance which should be 
administered for patients with cancer of the breast 
depends principally on the age of the patient and the 
location of the carcinoma. Radiologists should be 
familiar with the indications and effects, and these 
therefore will be discussed briefly. 

Although it has been proved that administration of 
estrogens may induce cancer of the breast and stimulate 
growth, it seems paradoxical that large doses also may 
retard growth, especially in soft tissues. The results 
are inconsistent but apt to be more satisfactory in 
elderly women. Diethylstilbestrol may be given orally 
in doses of 10 to 30 mg. per day. In some cases the 
general condition of the patient improves as a result of 
this therapy; appetite and weight increase, tumor and 
lymph node metastases reduce in size, pulmonary metas- 
tases regress and ulcerations heal. The roentgeno- 
graphic appearance of osseous metastases seldom 
changes, but pain is relieved. Undesirable effects of 
diethylstilbestrol therapy may be nausea, vomiting, 
diarrhea and menorrhagia, if large dosage is con- 
tinued too long. In some cases the disease appears 
to progress. 

Androgens seem to be more effective in young women 
or those with osseous metastases. The levels of blood 
calcium and alkaline phosphatase should be determined 
before and periodically during administration of andro- 
gens. My associates and I give testosterone propionate 
in doses of 50 to 100 mg. intravenously three times a 
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week. In some cases there is prompt and dramatic 
relief of bone pain; in others palliation may not occur 
for two or three weeks. The roentgenographic appear- 
ance of bone lesions may change and ossification be 
apparent, but this does not always occur. When there 
are multiple bone lesions some may show ossification 
but others no change or even increase in extent. 
Increase of the blood alkaline phosphatase level seems 
to be an index of bone healing. In addition sometimes 
tumor, lymph node and pulmonary metastases diminish 
in size. Also, there is improvement in the general 
physical condition, a sense of well-being and weight 
gain. However, there also are undesirable effects 
about which patients should be informed. Frequently 
acne and hirsutism appear, the voice deepens and 
libido increases even in the elderly. Malaise, headache 
and nausea suggest hypercalcemia. When these symp- 
toms develop or the blood calcium level reaches 13 mg. 
per 100 cc. or above, treatment should be discontinued. 
Unfortunately, in some cases the disease process seems 
to be accelerated by androgen therapy. 


CONCLUSIONS 

1. Cases of cancer of the breast should be classified 
according to clinical and pathologic manifestations of 
anatomic extent of involvement in order to determine 
the indications and limitations of different therapeutic 
procedures and analyses of results. A classification is 
suggested. 

2. Criteria of incurability of cancer of the breast are 
presented. Patients considered incurable should not 
undergo operation. Palliation should be obtained by 
radiologic procedures and the administration of endo- 
crine preparations. 

3. Patients with tumor of the breast who do not 
have criteria of incurability of cancer of the breast 
should be operated on immediately, and postoperative 
roentgen therapy should be given those who have 
metastases in axillary lymph nodes. 





Control of Respiration by Carbon Dioxide.—It is the 
concentration (tension) of carbon dioxide in the blood stream 
that regulates the rate of respiration by acting on the respira- 
tory nerve center in the brain. As the tension of carbon dioxide 
in the blood tends to increase because of increased rate of 
combustion in the tissues, the respiratory center is stimulated, 
and rate of respiration (or lung ventilation) is increased auto- 
matically, with the result that the concentration of carbon 
dioxide in the lungs is reduced proportionately. . . . The 
oxygen requirement of the body also is accommodated through 
the respiratory center of the brain, although in a somewhat 
different manner. Carbon dioxide acts directly on this center, 
but the demand for oxygen is exerted first on the carotid sinus, 
a small bulb on the carotid artery of the neck, which com- 
municates through nerves with the respiratory center of the 
brain. In contrast to carbon dioxide, oxygen produces a stimulus 
of the respiratory center only when the body requires an aug- 
mented supply of oxygen. The control of respiration 
exerted through the carotid sinus comes into play only when, 
through vigorous physical effort, oxygen is consumed in the 
tissues more rapidly than it can be transported by the blood 
from the lungs to the tissues, or when an atmosphere deficient 
in oxygen is inhaled. Thus, under normal conditions of physi- 
cal activity, and when breathing atmospheres of normal oxygen 
content, carbon dioxide in the tissues and blood stream exerts 
the chief and immediate control over rate of respiration (lung 
ventilation) —L. B. Berger and S. J. Davenport, Effects of 
the Inhalation of Oxygen, Bureau of Mines, Jnformation 
Circular 7575, July 1950. 
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HEADACHE AND HEAD PAIN OF 
OCULAR ORIGIN 


A. D. RUEDEMANN, M.D. 
Detroit 


Two important facts in conjunction with headache 
or head pain of ocular origin must be remembered ; 
first, one should not divorce the eye from the rest of 
the body, and, second, the writing of a prescription 
for a pair of glasses is not always the answer so far 
as relief from headaches is concerned. 

In going over two series of general medical records 
of 100 each, I was struck by the importance of the 
oculist in aiding in the diagnosis of the cause of head- 
aches. Headache is the commonest symptom appearing 
on these records and is the presenting complaint in 
25 per cent of these cases. It does not make any 
difference whether the records are picked at random 
or consecutively. More patients consult the tedical 
clinics because of headaches than for any other single 
complaint, and for the same reason they most fre- 
quently consult an oculist. There is probably more 
medicine sold for headaches than for any other con- 
dition. Some of the large drug concerns build up 
tremendous fortunes by relieving the ordinary head- 
ache. It is the great social excuse for avoiding dis- 
agreeable engagements. While it is easy to label the 
patient neurasthenic or hysterical or just nervous, 
the headache may be the forerunner of a serious intra- 
cranial disease. 

Of prime importance is the patient’s history. He 
should be allowed to tell it himself because of the 
variety of pains and aches and the wide range of 
severity. One can frequently judge whether the head- 
ache is functional or organic by the manner in which 
the history is told and the amount of time required to 
tell it, as well as by the measures required for relief. 
Most eyes are overused, either from too much use or 
from use under poor working conditions. Considerable 
information can be gleaned from the patient by inquiry 
as to the length of time he uses his eyes and the type 
of work he does. Most headaches are caused by simple, 
easily explained conditions and can be remedied without 
much difficulty. However, there is a type of patient 
who has headache for a long time for which no apparent 
cause has been found. Recently, in the course of one 
day I had three school girls as patients whose com- 
plaints were severe headaches and pain in one eye. In 
two of these patients a definite ocular muscle imbalance 
was found; in the third, no cause was found. 

Unilateral head pain of ocular origin is not uncom- 
mon. Pain radiating through one eye may be due to a 
ciliary spasm, localized neuralgia or the spasm of a 
single ocular muscle. As a rule, this is a shooting, 
knifelike, stabbing pain which is intermittent and, in 
the case of ciliary spasm or a spasm of a single muscle, 
is usually associated with the use of the eyes. In cases 
of localized neuralgia, one must be aware of the syn- 
drome of malocclusion of the temporomandibular joint, 
which I believe is a definite factor in some. Localized 
virus disease along nerve trunks may also be a factor 
in prolonged local pain. Postneuritic pain may last 
indefinitely. Inflammation of the gasserian ganglion 
and irritation of the internal carotid artery from 
aneurysm are also factors. 
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One should not be confused by localized inflamma- 
tion. Since I have been gathering the material for 
this paper, I have had one patient who had slight pain 
on the right side of her head for a period of two 
months, with persistent lacrimation. She had been 
subjected to a series of probings for stasis of the lacrimal 
sac, and on close inspection it was found that she had 
low grade iritis with posterior synechia. A second 
patient seen was a woman who had been under treat- 
ment for severe unilateral headaches for a period of nine 
months. She was referred to the eye department as a 
routine matter because no other cause for her pain 
could be found. In spite of her strenuous objections, 
we examined her eyes and found that she had a transi- 
tory increase in intraocular pressure, the tension going 
up to over 30 mm. on several occasions. Now, with 
the use of pilocarpine, she is entirely comfortable. 

Glaucoma is a rare disease and is not always asso- 
ciated with pain or with known loss of sight. Early 
in its progress it is difficult to diagnose. Treatment 
well carried out will relieve the symptoms and save 
eyesight. A good rule to follow is to think of all painful 
or disturbed eyes as glaucomatous until they are found 
otherwise. It is not always wise to tell this to a 
patient as fear of blindness is a serious psychologic 
shock and to many minds glaucoma and blindness have 
become synonyms. 

It must always be remembered that the eye itself is 
a common source of discomfort. This is particularly 
true of “old dead eyes” that have been allowed to 
remain in the head, especially in patients who have 
chronic inflammatory glaucoma for which successful 
operations (iridencleisis and other similar provedures) 


.have been done, the globe being retained. Too fre- 


quently, the retained eye is a source of discomfort, 
especially if the patient tries to use the other eye to 
any extent. If one inspects these glaucomatous or 
inflammatory eyes after they have been put to the test 
of time in the use of the other eye, one realizes that 
they do not become silent partners. In many instances 
they become slightly inflamed and produce a certain 
amount of discomfort, although the patient does not 
readily admit this for fear of losing the eye. In most 
instances, patients refrain from making any complaint. 
The reason the eye has been left in is that the patient 
did not want it removed. 

If one has exhausted every other means for the 
diagnosis of unilateral head pain and the patient still 
retains a blind and useless eye, it is wise in certain 
instances to advise its removal, although the intra- 
ocular tension appears to be perfectly normal. A 
number of patients will appreciate the advice and the 
surgical treatment. With unilateral pain there is 
paralysis of the orbicularis muscle, and although the 
eye appears to be fairly quiet the drying out of the 
scleral conjunctiva and the inferior cornea frequently 
causes a great deal of discomfort. If the moisture for 
this area can be maintained by hitching the lower lid up 
in a modified tarsorrhaphy, these patients can be made 
extremely comfortable and allowed to continue using 
the eye without much lacrimation, photophobia and 
congestion. 

Bilateral pain, whether frontal, vertex, bitemporal, 
occipital, suboccipital or over the tip of the mastoid 
process, may be ocular in origin. It may be mild or 
as severe as that caused by a cerebellar tumor, and 
the patient must be examined by someone who will 
take the time to do other than hand him a pair of 
glasses. A pair of glasses is not a diagnosis, nor is it 
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always the answer to the problem of headache. Until 
one can safely say that the refractive error is the cause 
of the difficulty, the patient is entitled to a thorough 
study of the muscle balance, a visual field examination 
and one or more tension readings as may be required. 
The better the examination, the more frequently will the 
right diagnosis be made. 

Nearsighted persons do not have headache or head 
pain unless the nearsightedness is unequal or severe or 
unless they are abusing their eyes. It is true that 
persons with myopia have difficulty when they are out- 
side in looking long distances or when in bright light, 
and this exposure may produce headache. There are 
those who watch air races and either forget to wear 
dark glasses while peering skyward or deem it unneces- 
sary. This may produce severe headache, nausea and 
vomiting and almost complete collapse. Nearsight- 
edness in combination with a muscle error may cause 
trouble. This is true of farsightedness as well. 

Farsighted persons are apt to have frontal headaches 
which are moderate to severe in character and are 
present almost daily in the afternoon or evening. Far- 
sightedness sometimes is definitely associated with 
certain types of work. The diagnosis is easy to make, 
and the treatment is a pair of glasses used therapeuti- 
cally and not as an aid to vision. 

If there is an inequality in the amount of error in 
the two eyes the pain may be severer over one eye and 
more common as a cause of headache. 

Errors in refraction usually produce frontal, vertical 
or bitemporal pain, which may be associated with slight 
dizziness. Nausea is usually relieved by going to bed 
or resting or taking a single tablet of acetylsalicylic 
acid. It is made worse by sewing, playing cards and 
other close application. An error of refraction asso- 
ciated with a muscle error is almost certain to produce 
symptoms of headache, such as pain or nervousness, 
irritability, exhaustion, nausea (rarely vomiting, except 
in extreme cases) and loss of weight. One cannot be 
certain about a patient’s muscle balance unless the 
eyes have been thoroughly checked and cannot even 
be sure of it then if the patient has some constitu- 
tional disease such as hyperthyroidism, hypothyroidism, 
paralysis agitans, encephalitis or diabetes. 

Operations on the muscles and exercise of them are 
not the whole answer. Many patients are improved 
when there is proper correction of the ocular muscles, 
either surgically or otherwise, but it must be carried to 
completion. Halfway measures only tend to increase 
the difficulty. Patients who give a history of having 
undergone previous operations or treatment of the 
ocular muscles should be carefully checked. The nausea 
and mild gastric upsets so frequently associated with 
muscle imbalance, as evidenced by car sickness, shopping 
headaches and bridge party nervousness, can be bene- 
fited. In persons who undergo repeated gastric opera- 
tions for questionable adhesions, the ocular muscles 
must be considered as a possible cause of symptoms. 
The oculogastric reflex is an active irritating one and 
may mislead or cloud the diagnosis. Pain due to ocular 
muscle imbalance is frequently along the superior or 
inferior nuchal lines or at the tip of the mastoid 
process, where the sternocleidomastoid muscles are 
attached. Neck pain is more frequently due to ocular 
muscle imbalance than to anything else. The neck 
muscles function primarily to move the head so that 
the eyes will be in a position to see. 

There is a definite periodic increase in head pain of 
muscle origin. It usually becomes more frequent in 
October and is well on its way in December, reaches a 
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peak in January and falls off in the spring, when the 
days become longer and outdoor exercise becomes the 
custom. 

Every child, before entering the first grade, should 
have his eyes refracted with atropine, so that he can be 
protected against abusing inadequate or deficient eyes. 
The girl with the nervous breakdown, the child who is 
inattentive, the person in business who has a headache 
at noon which is relieved by lunch and then has a 
recurrence at about 3 or 4 o'clock in the afternoon, 
the clock watcher, the student who cannot concentrate, 
the convalescent patient who has headache and is read- 
ing in bed and many others may belong to the group of 
persons who have faulty, poor or inadequate ocular 
musculature. They may require exercises, surgical 
treatment, glasses or all three. 

Many of these patients require medical treatment for 
deficiency of the thyroid or parathyroid or for other 
debilitating processes. Some suffer from exhaustion of 
the ocular muscles due to menopausal or cerebral dis- 
turbance. Menopausal changes are found in the male 
as well as the female, although they have a tendency to 
appear later in the former, usually in the fifth decade 
of life rather than in the third or fourth as in the 
female. It is surprising to note the instability of eye 
musculature in patients undergoing a period of physical 
debility. To be sure, many of these patients do have 
ocular muscle imbalance, which can be handled by the 
giving of small amounts of thyroid extract or, in 
instances of parathyroid deficiency, small amounts of 
calcium lactate. One is astonished at the number of 
patients with this condition who have little or no hint 
of the difficulty at all. The defect is picked up on 
routine examination. Some of them must be given 
ocular muscle exercises during the period of their gen- 
eral physical debility in order to keep them going on 
the job that they are trying to do. 

My colleagues and I make it a point not to tell a 
patient that he has ocular muscle imbalance unless we 
are absolutely certain it is a factor in the condition 
and that we will not contribute to his nervousness or 
general physical debility by so doing. Patients who 
have hyperthyroidism have a certain amount of ocular 
instability. A great deal of this is found early in the 
disease. It is surprising to note that over 75 per cent 
of our patients having hyperthyroidism, hypothyroidism 
and other glandular disturbances producing headaches 
have been given a pair of glasses during the acute stage 
of the general disease. 

SUMMARY 

Eyes are a cause of headache in 25 per cent of 
patients. The patient’s history and his manner of 
giving it are important for the diagnosis of his con- 
dition. Types of ocular abnormalities causing unilateral 
head pain are (a) ciliary spasm, (b) spasm of a single 
ocular muscle, (c) localized neuralgia, (d) inflamma- 
tion of the gasserian ganglion, (e¢) irritation of an 
internal carotid artery by an aneurysm and (f) mal- 
occlusion of the temporomandibular joint. Glaucoma of 
any type, particularly when in an early stage, may 
produce severe pain. It is wise in certain instances to 
advise the removal of blind and useless eyes. Bilateral 
head pain may be ocular in origin, but glasses are not 
always indicated. 

Frontal headache may be due to (a) esophoria, (b) 
hypermetropia, (c) anisometropia or (d) hyperphoria. 
Occipital and suboccipital headache is due to con- 
vergence insufficiency. Radiating pain to the shoulders 
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and arms may be due to convergence insufficiency or 
hyperphoria. Neck pain may be present because of 
ocular muscle imbalance. General disease is some- 
times the causative factor in instances of ocular pain. 


ABSTRACT OF DISCUSSION 


Dr. Frepertck C. Corpes, San Francisco: Dr. Ruedemann 
has described the location and types of headache and eye pain 
that are ocular in origin. One authority has stated that only 
10 per cent of all headaches are of ocular origin. The term 
ocular headache refers to the type that results from some defect 
in the eyes, such as refractive errors, presbyopia or muscle 
anomalies, and not to headaches resulting from inflammation 
such as glaucoma or iritis. The pain of eye headache, as Dr. 
Ruedemann pointed out, is commonly frontal or across the 
brows. At times it is described as being behind the eyes. It 
may pass into the temples, the occipital region or the back 
of the neck. It is usually dull. The more severe types such 
as the so-called splitting headache and the headache brought 
on by stooping over are not of ocular origin. Migraine head- 
ache, with its preliminary scintillating scotomas, is not caused 
by the eyes, but in an occasional patient an uncorrected refrac- 
tive error may be the “fuse” that starts the headache. ' The 
ocular headache usually makes itself evident in the afternoon 
or evening after a day’s work and tends to pass off when the 
person stops using his eyes. These headaches never prevent 
the patient from sleeping. One type that is rather characteristic 
is the one that is present when the patient awakens and 
improves during the day but has a tendency to return when 
close work is resumed. Periodic headaches that are unrelated 
to the use of the eyes are not ocular headaches. Ocular head- 
ache commonly occurs in those whose occupation requires close 
work; it is common among stenographers, students, dress- 
makers, draftsmen, women who do much sewing and persons in 
any occupation that requires the constant use of the eyes. It 
is also observed after long drives in an automobile, although 
here the effect of glare must be ruled out, and it may affect 
persons watching a motion picture. It is common in adolescents 
or young adults. The presbyope, when he is no longer able to 
read without glasses, as a rule complains of aching of the eyes 
rather than of headache. Ocular headaches occur more fre- 
quently in debilitated or “run down” persons or in those who 
have a neuropathic disposition. They are common after any 
lingering illness. It is not uncommon for a young woman 
previously free from: headaches due to’ a refractive error to 
acquire them during the last few months of pregnancy. Often 
the glasses, which previously have been worn part time, must 
be worn constantly during the last part of the pregnancy and 
for a few months afterward. Certain types of headache can 
be said to be not ocular in origin. Severe headache setting in 
rapidly in persons unaccustomed to headache is not ocular, 
and those associated with prostration and vomiting are not the 
result of eyestrain. Certain types are commonly confused with 
ocular headache. These include the headache resulting from 
an allergy due to an external irritant which closes off the 
frontal sinuses. This type is often present when the person 
awakens, and disappears after he is up and around and does 
not recur during the day, even though the eyes are used 
excessively. In middle age, high blood pressure is a frequent 
cause. Often it is associated with dizziness. When dizziness 
is of ocular origin, it usually is the result of diplopia. Intra- 
cranial lesions such as tumors may cause headache at any 
age, and often the ophthalmologist in his routine examination 
is able to diagnose the case after the field studies and the 
ophthalmoscopic examination. Sinus disease may cause pain 
about the eyes or headache. The pain is apt to be neuralgic 
in character, with tenderness over the affected sinus. Throbbing 
on bending forward is also rather characteristic. In the 
diagnosis of ocular headache, the detailed history, the relation 
of the pain to the use of the eyes, the type of work, the general 
condition of the patient and the character of the headache are 
all helpful. 

Dr. KENNETH C. Swan, Portland, Ore.: Dr. Ruedemann 
has discussed some of the ocular causes of headache. It is not 
rare in the course of routine ophthalmoscopic examinations to 
find papilledema in patients having headache as their only 
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symptom. There are some local causes of papilledema, but in 
most instances it means altered intracranial hydrodynamics. 
It is the commonest sign of a brain tumor. Dr. Ruedemann 
mentioned imbalance of the extraocular muscles as an impor- 
tant cause of headache. Impairment in function of these 
muscles may also mean serious intracranial disease. Con- 
sideration of the anatomy makes it apparent why these cranial 
nerves are so frequently involved by the multiplicity of disease 
processes affecting the brain stem and the basilar region of the 
skull. Double vision is, therefore, the commonest symptom of 
several serious intracranial diseases, e. g., epidemic encephalitis. 
Total paralysis of an extraocular muscle is readily detected 
because the deviation of the visual axes is usually gross, but 
there are many patients with a partial paralysis which can be 
detected only by use of special apparatus and technics. Head- 
aches may be due to vascular disease involving only the carotid 
circulation including that of the retina. Ophthalmologists fre- 
quently observe advanced atherosclerotic changes in the fundi 
of patients who have been thought to have a normal cardio- 
vascular system on the basis of a general physical examination. 
The binocular ophthalmoscope has added much to the clini- 
cal study of vascular disease. I should like to stress the fact 
that if an ophthalmologic examination is indicated at all it 
should be a thorough and complete one. The ophthalmologist 
is frequently asked to make a brief examination just to rule 
out a possible ocular basis for headaches. This cannot be done 
by a cursory examination. 


A NEW METHOD FOR TREATMENT 
OF BRUCELLOSIS 


WALLACE €. HERRELL, M.D. 
Rochester, Minn. 
and 
TRACY E. BARBER, M.D. 
Austin, Minn. 


In the continued search for more effective methods 
for the treatment of brucellosis, we have had occasion 
to use a new method which has yielded exceedingly 
gratifying results. In the past sulfonamides have been 
found to exert a mild suppressive effect on the course 
of this infection but have been in no way curative. 
Likewise, streptomycin was found to have some degree 
of activity against Brucella. Combinations of chemo- 
therapeutic and antibiotic agents, namely, the combina- 
tion of sulfadiazine and streptomycin, were found by 
Pulaski and Amspacher* and also by Eisele and 
McCullough,’ as well as other investigators, to be con- 
siderably more effective than either agent alone. How- 
ever, therapeutic failures at times occurred when this 
method was used. In addition, the well established toxic 
effects of streptomycin and sulfadiazine made this 
method in some respects undesirable. The introduction 
of chloramphenicol (chloromycetin®) and aureomycin 
was followed by some reports to the effect that both 
of these agents were of some value in the treatment of 
brucellosis. 

A study of the effect of various antibiotic and 
chemotherapeutic agents used alone and in combination 
in the treatment of experimentally produced Brucella 
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infections in mice was carried out by Heilman * in the 
laboratories of the Mayo Clinic. It was evident from 
these studies that neither aureomycin nor chloramphen- 
icol alone was particularly effective in reducing the 
number of Brucella organisms in the spleens of infected 
animals. On the other hand, in one of the experiments 
it was shown that after the combined use of aureomycin 
and dihydrostreptomycin the mean colony count per 
whole spleen in mice infected with Brucella organisms 
was 11,000 + 6,000, as compared with the mean colony 
count of 1,154,000 + 124,000 in the spleens of untreated 
control animals. The infection was not completely 
eradicated, but the combination of aureomycin and 
dihydrostreptomycin was by far the most effective form 
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brucellosis of human beings does not give the impres- 
sion that aureomycin alone is superior to other antibiotic 
substances or specific for brucellosis. For example, 
according to the reports published by Spink and his 
colleagues * and by Braude and associates,’ six of 40 
patients had clinical or bacteriologic relapses after treat- 
ment with aureomycin. These figures are based on a 
period of only three months’ follow- -up, and the pos- 
sibility of subsequent relapse in other cases cannot be 
excluded. 

Our preliminary study*® on the combined: use of 
aureomycin and dihydrostreptomycin in the treatment 
of culturally proved brucellosis was encouraging. The 
present report concerns itself mainly with a long-range, 


Taste 1—Bacteremic Brucellosis: Br. Abortus (Cases 1 to 9); Br. Melitensis (Cases 10 to 16) and Br. Suis* (Cases 17 to 20) 


Aggluti- 





nation Days Follow- 
Case Occupation Dilution Treated Condition Before Treatment and Results Up Mo. 
1 Packinghouse worker ...............+++++ 1:1,280 12 Temperature 103 to 104 F.; prompt recovery; continued to work while 8 
receiving treatment 
2 Packinghouse worker ................++++ 1:2,560 l4 Arthralgia present for 3 mo. before diagnosis; treated for rheumatic 12 
fever; fever responded rapidly; cultures negative; recovery 
3¢ Farm boy, student, raw milk consumer  1:1,600 ll Cervical adenopathy; fever (102 F.); prompt recovery 19 
4 Traveling salesman, raw milk consumer 1:1,600+ l4 Very ill; chills and fever (104 to 105 F.); afebrile in 72 hr.; complete 8 
recovery 
5 NS 5 i saedniewsdeedighenaduceteus 1:1,600+ 10 Ill for months; had had 2 courses of streptomycin, but symptoms u 
recurred; prompt response; no recurrence ‘ 
6 Student, raw milk consumer............. 1:1,600 13 Severe headache for 2 wk.; chills and fever for 5 days; prompt 12 
recovery, no recurrence 
7 Housewife, raw milk consumer.......... 1:1,600+ 12 Treated several weeks for infectious hepatitis; prompt response; dis- 1 
appearance of splenomegaly and hepatomegaly 
8 DET wits c at dgantupheindbineeneenenanest 1:2,560 12 Fever, night sweats, productive cough, lost 25 lb. in 6 wk.; prompt i) 
recovery; regained weight in 8 wk. 
y BE MEET hd nwacescneensseszeceoeccene 1:1,600 12 Chills, fever and night sweats for 3 wk.; prompt clinical recovery, 9 
no recurrence 
10 Packinghouse worker .................0.. 1:640 12 Sustained fever with much arthralgia; worked all during treatment; 9 
temperature normal on Sth day; negative cultures 
1l Packinghouse worker ..................++ 1:1,280 12 Temperature 103 to 104 F.; prompt recovery; sick for 2 mo. before 15 
treatment started; off work 9 days during treatment 
12 Packinghouse worker .........+...0.+..+ 1:640 12 Ill 3 wk.; temperature 101 to 108 F.; prompt response; 6 wk. later 10 
relapsed with fever; agglutination 1:1,000; repeated blood cultures 
negative; recovery without further treatment 
13 Packinghouse worker ..........++...++.+. 1:640 12 Night sweats; temperature 103 to 104 F.; physical signs (rales) of 10 
pneumonitis; prompt recovery 
14 Plumber, packinghouse worker.......... 1:1,230 12 Fever, splenomegaly, severe night sweats, tender generalized adenop- y 
athy and duodenal ulcer; treated in hospital 2 days and then 
ambulatory; prompt recovery 
15 Packinghouse worker ...........0000se08 1:1,280 12 Fever (102 F.); persistent cough; night sweats; clinical diagnosis of 8 
pneumonitis before brucellosis was discovered; recovery 
16 Packinghouse worker ............0.0e0005 1:640 12 Initial elinieal diagnosis, pneumonia; returned to work after 5 days 10 
of treatment; therapy continued while at work; complete recovery 
17 Packinghouse worker 1:2,560 12 Excellent recovery; cultures negative 18 
18 Packinghouse worker 1:2,560 12 Prompt recovery; gained much weight 19 
19 Packinghouse worker .............e0e005+ 1:2,560 12 Fever (99 to 100 F.) with much arthralgia for 1 mo. before diagnosis; 12 
worked during course of treatment; prompt recovery 
2% EE ccidbarueGhs pesedbaxcdetcecese 1:640 12 Predominate symptoms headache, fever and arthralgia; prompt 9 
recovery 


* Case 21 was bacteremic brucellosis but is not included in the table because the type of Brucella was not identified (see text). 


+ Culture of bone marrow also positive. 


of treatment of the experimentally produced infection. 
The addition of sulfonamides to the combination of 
aureomycin and dihydrostreptomycin did not signif- 
icantly better the results. Recent studies* in the 
laboratories of the Mayo Clinic indicate that terra- 
mycin gives a result comparable but not superior to 
that of aureomycin. In fact, Heilman * has found that 
the combination of terramycin and dihydrostreptomycin 
in experimental Brucella infections has yielded results 
which are approximately the same as those obtained 
with the combination of aureomycin and dihydrostrep- 
tomycin. 

In view of these experimental studies, it was not 
surprising that careful analysis of the published data 
on the use of aureomycin alone in the treatment of 
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carefully controlled study in which the. new method, 
combining aureomycin and dihydrostreptomycin, was 
used in the treatment of culturally proved brucellosis 
of human beings. The clinical study was begun in 
December 1948. To date 25 patients with culturally 
proved brucellosis have been observed and treated. In 
21 cases the condition was the bacteremic form of the 
disease, and in four there were localizing lesions, cul- 
tures from which had given positive results. The 
causative organism in 10 cases was Brucella abortus; 
in seven it was Brucella melitensis, in seven it was 
Brucella suis, and in one it was an unidentified species 
of Brucella. The results clearly indicate that this 
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combination of antibiotics is equally effective, regard- 
less of the species of Brucella responsible for the infec- 
tion. 

In addition the method was used in 10 cases in which 
the diagnosis of acute brucellosis seemed likely, but 
cultures of the blood were not positive for Brucella. 
These cases will be described in more detail later. The 
results in the 25 cases of culturally proved brucellosis 
are summarized in tables 1 and 2. 


ANALYSIS OF RESULTS 

Bacteremic Brucellosis Owing to Br. Abortus.—The 
results of our experience in the use of aureomycin 
combined with dihydrostreptomycin in the treatment 
of bacteremic brucellosis owing to Br. abortus are 
summarized in table 1 (cases 1 to 9, inclusive). A 
patients were seriously ill and had had the disease for 
varying periods from two weeks to several months. 
Blood cultures were positive for Br. abortus in all 
instances. Three patients were packing-house workers. 
Three were farmers or lived on farms. There was one 
traveling salesman, one housewife and one student. 
This group of patients is fairly representative of those 
with the acute bacteremic form of brucellosis. The 
nine patients had many different types of symptoms ; 
in fact, the symptoms of some were such that various 
diagnoses other than brucellosis had been made. For 


BRUCELLOSIS—HERRELL 


AND BARBER 521 


Case 12 is the only example in the entire series of bacteremic 
brucellosis in which relapse occurred after simultaneous treat- 
ment with aureomycin and dihydrostreptomycin. After the 
initial course of treatment there was prompt clinical and bac- 
teriologic response. Six weeks later the patient had two bouts 
of chills and fever. In other words, a symptomatic relapse 
occurred. However, repeated blood cultures were negative for 
Brucella and other organisms, and positive cultures were never 
obtained after the single course of treatment. The patient 
recovered, and follow-up studies with blood cultures over a 
10-month period reveal that he is still well. It may be of some 
significance that this patient took large amounts of an aluminum 
hydroxide gel while receiving aureomycin. This may have 
interfered somewhat with the absorption of the antibiotic. 


The longest period of follow-up in this group is 15 
months and the shortest is eight months. 

Bacteremic Brucellosis Owing to Br. Suis.—The 
results of the use of the combination of aureomycin and 
dihydrostreptomycin in the treatment of bacteremic 
brucellosis owing to Br. suis are shown in table 1 (cases 
17 to 20, inclusive). In this group of cases there were 
three packing-house workers and 1 stock buyer. All 
were rather severely ill. In two it appeared that 
arthralgia was a prominent feature of the disease. All 
four made complete recovery after receiving treatment, 
and there have been no symptomatic or bacteriologic 
relapses. The follow-up period has been from nine to 
19 months. 


TaBLe 2.—Localizing Brucellosis 





Agglu- 
Culture tina- 
cr —> — tion Days Follow- 

Case Occupation Source Organism Dilution Treated Results Up Mo. 
2 Farmer's wife............ Fluid from verte- Br. abortus 1:200 28 Gradual and progressive improvement; excellent result 12 

bral interspace 
23 Stockyard worker....... Tissue from sinuses’ Br. suis 1:200 28 Sinus closed under treatment; later reopened, but ll 

in thigh cultures negative for brucella 
4 Stock buyer..........se Tissue from lung Br. suis 1:100 28 Granuloma of lung removed surgically and treated 6 

with combined therapy; recovery 

3 PRET, cos evedenecsssccs Inguinal gland Br. suis 1:200 28 Sinus closed 1 wk.; fever subsided; recovery 3 


example, in case 2 the symptoms and clinical picture 
had been confused with rheumatic fever. In case 7 
the initial diagnosis had been infectious hepatitis. The 
patient was jaundiced, and the liver and spleen were 
rather decidedly enlarged. When treatment was given 
this patient made a striking recovery. Also, the 
splenomegaly, hepatomegaly and jaundice disappeared. 
In one case (case 3) cervical adenopathy was a prom- 
inent feature of the disease, and a provisional diagnosis 
of mononucleosis had been made before the disease was 
diagnosed as brucellosis. In this case Br. abortus was 
present in cultures of the blood and also in cultures 
of the sternal bone marrow. 

The average time between the beginning of treatment 
and the disappearance of fever was 48 to 72 hours. 
Blood cultures made after recovery have remained 
negative in all instances. In this group of cases the 
follow-up period ranges from eight to 19 months. There 
have been no symptomatic and no bacteriologic relapses. 

Bacteremic Brucellosis Owing to Br. Melitensis.— 
The results of the combined form of treatment in the 
seven cases of bacteremic brucellosis owing to Br. 
melitensis are shown in table 1 (cases 10 to 16, inclu- 
sive). It is interesting that the occupation of all seven 
patients (cases 10 to 16) was that of packing-house 
worker. It is of further interest that three of these 
patients (cases 13, 15 and 16) had physical signs and 
symptoms which led to a diagnosis of pneumonia or 
pneumonitis before the correct diagnosis was estab- 
lished. 


Bacteremic Brucellosis, Untyped.—Case 21 was not 
included in the tables because it was an example of 
bacteremic brucellosis owing to a Brucella which was 
not identified as to type. The patient who was acutely 
ill at the time of admission had been receiving treatment 
at home for one month. A clinical diagnosis of atypi- 
cal pneumonia had been made before-the diagnosis of 
brucellosis was established. The patient recovered 
promptly after treatment with aureomycin and dikydro- 
streptomycin. The temperature became normal in 
three days. The patient has been followed for thirteen 
months, and there has been no evidence of recurrence. 

Pulmonary Manifestations in Bacteremic Brucellosis. 
—The occurrence of pulmonary symptoms which war- 
ranted a clinical diagnosis of pneumonia or pneumonitis 
in four of the 21 cases of bacteremic brucellosis (cases 
13, 15, 16 and 21) may be of some clinical importance. 
For example, as mentioned above aureomycin used 
alone will have a suppressive although not uniformly 
curative effect in the treatment of brucellosis. Further- 
more, it is well established that certain bacterial forms, 
as well as the nonbacterial (primary atypical) form, of 
pneumonia will respond to aureomycin therapy. It 
becomes evident, therefore, that it is important to 
obtain agglutinations and blood culture for Brucella 
organisms when a clinical diagnosis of pneumonitis has 
been made for persons in contact with meat and meat 
products, as well as farmers and other persons whose 
occupation and consumption of raw milk and milk prod- 
ucts might bring them into contact with these organisms, 
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Brucellosis with Localizing Lesions——In four cases 
the brucellosis was of the localizing type. In all but 
one instance there was a history of previous infection 
with brucellosis, which may have occurred years before 
the present diagnosis. One patient was a farmer’s wife, 
one a farmer, one a stockyard worker and one a stock 
buyer. The source of the material, the type of organism 
isolated and the results of treatment are shown in 
table 2. 





' 
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Fig. 1 (case 22).—Lesion in the first lumbar interspace (A) before 
treatment and (B) nine months later. 


Case 22 (table 2) was that of a white woman who had been 
ill with pain in the back for five and a half months. She gave 
no definite history of brucellosis, although she regularly drank 
raw milk. Roentgenograms of the spine revealed a destructive 
lesion in the first lumbar interspace. Cultures of material 
from the vertebral interspace were positive for Br. abortus. 
She received combined therapy with aureomycin and dihydro- 
streptomycin for 28 days. There was gradual and progressive 
improvement, and in the opinion of the orthopedic consultant 
who saw her the result could be considered excellent. Photo- 
graphs of the lesion before and after treatment are shown in 
figure 1. 

Case 23 was that of a stockyard worker whose initial infec- 
tion probably occurred in 1917. He came to the clinic because 
of recurrent abscesses with a draining sinus in the right thigh. 
Cultures of the material from the sinuses were positive for Br. 
suis. The patient received aureomycin and dihydrostreptomycin 
for 28 days. The sinus closed under treatment. Although it 
later reopened, cultures thereafter were negative for Brucella. 

Case 24 was that of a stock buyer who was found to have a 
circumscribed lesion in the left lung on roentgenographic exami- 
nation. The provisional diagnosis was that of tumor or tuber- 
culoma. Surgical resection of the lung was performed, and the 
lesion proved to be a granuloma of the lung, which on culture 
revealed Br. suis. This patient had slaughtered sick hogs six 
years previously. Shortly afterward there had developed what 
was diagnosed as “pneumonia.” In view of the previously men- 
tioned incidence of pulmonary features in the present series of 
bacteremic brucellosis, one is led to the conclusion that probably 
this patient had brucellosis six years before and that the 
granuloma of the lung resulted from this episode. After pneu- 
monectomy this patient received 28 days of treatment with 
aureomycin combined with dihydrostreptomycin. He recovered, 
but since the therapy was combined with surgical resection, 
no conclusion can be drawn concerning its effectiveness. The 
convalescence was completely uneventful. 

Case 25 was that of a farmer who had had acute brucellosis 
in 1937. Since that time he had had recurrent chills and fever 
on an average of once a month. These bouts of fever would 
last for a few days. This patient had received streptomycin 
and sulfadiazine, both alone and in combination. He also had 
received a course of aureomycin and a course of chloramphenicol. 
Two months before he came to the clinic, a lesion developed 
in his right groin. First swelling and then a draining sinus 
developed. In spite of previous therapy, cultures of material 
obtained from an inguinal node showed Br. suis. The patient 
received the combined treatment with aureomycin and dihydro- 
streptomycin for 28 days. The sinus closed completely in one 
week, the bouts of chills and fever also subsided, and the 
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patient has remained well to date. Photographs of the lesion 
in the groin taken before, during and after treatment are shown 
in figure 2. 


Brucellosis Without Positive Culture —As mentioned 
before, we have employed the present method of treat- 
ment in 10 additional cases in which attempts to obtain 
positive cultures were unsuccessful. All 10 patients, 
however, were acutely ill with fever and chills and had 
high agglutination titers (1:1,600 or more). The 
diagnosis of acute brucellosis could hardly be doubted 
in any of these cases. The response to treatment has 
been identical with that reported in cases in which blood 
cultures were positive. Temperature reached normal 
within 48 to 72 hours, and complete recovery occurred. 
There have been no symptomatic relapses in this group. 


PLAN OF TREATMENT 

The plan of treatment consists of the oral administra- 
tion of 3 Gm. of aureomycin hydrochloride per day in 
divided doses of 750 mg. every six hours. During the 
same period the patient receives 1 Gm. of dihydro- 
streptomycin given by the intramuscular route each 
morning and evening. In the acute bacteremic form 
of brucellosis and in the acute form of the disease 
without positive culture, this treatment is continued for 
12 to 14 days. Patients who are acutely or seriously 
ill should be hospitalized for treatment. However, the 
method can be used satisfactorily as a form of treatment 
for the ambulatory patient. The patient simply takes 
the aureomycin hydrochloride orally and reports to the 
office or dispensary morning and evening for intra- 
muscular injection of dihydrostreptomycin. 

In the presence of localizing, culturally proved lesions, 
such as the type of brucellosis described in table 2, the 
plan just presented is modified as follows: The same 
dose of aureomycin hydrochloride is administered orally 
daily for 28 days. The daily dose of dihydrostrepto- 
mycin is reduced to 1 Gm. per day and is given by the 
intramuscular route in the amount of 0.5 Gm. each 
morning and evening. 

The use of 2 Gm. of dihydrostreptomycin in divided 
doses for 12 to 14 days in cases of acute brucellosis and 
of 1 Gm. per day in divided doses for four weeks in 
those cases in which a localizing lesion is present has 
produced no evidence of neurotoxicity involving the 
eighth nerve. It is not likely that serious neurotoxic 
effects will be experienced from use of the amounts of 





Fig. 2 (case 25).—Lesion in the groin (A) before, (B) during and 


(C) at completion of treatment. 


dihydrostreptomycin employed herein, provided, of 
course, that renal function is not impaired. When 
renal function is impaired, caution should be exercised 
and the dose adjusted according to conditions. The 
dihydrostreptomycin used in our cases has been in the 
form of dihydrostreptomycin sulfate. 

It should be repeated that this method of treatment 
involves the simultaneous use of the two antibiotics and 
not a course of aureomycin followed by a course of 
dihydrostreptomycin. The real hazard in the use of one 
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antibiotic at a time lies in the fact that the organism 
may become resistant to one antibiotic and may not 
respond promptly when the second is given. Further- 
more, such a regimen may result in the loss of much 
valuable time and of the effectiveness of the combined 
therapy. On occasion patients may have difficulty in 
taking aureomycin by the oral route because of nausea 
and vomiting. This difficulty has been almost com- 
pletely controlled by having the patient swallow the 
capsules of aureomycin hydrochloride with cold pas- 
teurized milk. Milk aids greatly in the control of 
the nausea and does not interfere with the absorption 
of aureomycin. Preparations of aluminum hydroxide 
have been shown to interfere with the absorption of 
the drug and are not recommended. 


SUMMARY AND CONCLUSIONS 

In the search for more effective methods for the treat- 
ment of brucellosis we have had occasion to use a 
method which in our hands has yielded results’ better 
than those obtained with previously available forms of 
treatment. The method consists of the simultaneous 
use of aureomycin hydrochloride administered by the 
oral route and dihydrostreptomycin sulfate administered 
by the intramuscular route. 

To date 25 patients with culturally proved brucellosis 
have been observed and treated by this method. Twenty- 
one had the bacteremic form of the disease owing to 
Brucella abortus, Brucella melitensis or Brucella suis. 
Four had culturally proved brucellosis with localizing 
lesions. In addition, 10 patients who were acutely ill 
and who had unmistakable evidence of brucellosis, 
although blood cultures were not positive, have been 
treated. ; 

In these 35 cases there was one symptomatic relapse 
but not one single instance of bacteriologic relapse. The 
follow-up period in this group of cases extends from 
three to 19 months. Retreatment has not been neces- 
sary in any case. 

This method is not considered a specific means of 
treating brucellosis. However, the results to date are 
far superior to those obtained by any previously avail- 
able method. Furthermore, the method does not pro- 
duce the undesirable toxic reactions at times encoun- 
tered during the use of methods available before this 
one was introduced. 


ABSTRACT OF DISCUSSION 


Dr. K. F. Meyer, San Francisco: The paper succinctly 
indicates that combined treatment with two antibiotics effec- 
tively suppresses in human beings the multiplication of the three 
known types and one subtype of Brucella and thus enables the 
complex immunity mechanism to take over the ultimate sterili- 
zation of the tissues. It is of great interest to measure the 
degree of this mechanism by serologic and phagocytic test for 
a period of not less than two years. The complement fixation 
test deserves particular attention. Information concerning this 
indication of immunity in clinical and subclinical brucellosis is 
significantly incomplete in patients treated with antibiotics. 
Casual observations indicate that the serum antibodies, par- 
ticularly the agglutinins, decline in the successfully treated 
patients more rapidly than in those permitted to recover with- 
out modern chemotherapy. The phagocytic power, by contrast, 
rises to a noteworthy degree. Of greatest interest is the report 
on the occurrence of pulmonary symptoms in four of the 21 
cases of bacteremic brucellosis. Attention has been called to 
this complication, and the isolation of Brucella melitensis and 
Brucella suis from blood-free sputum specimens has been 
reported. Systematic bacteriologic examination for Brucella in 
the sputum, supplemented by intranasal inoculations of animals, 
is indeed imperative for packing-house workers with pneu- 
monitis. The necessity is evident in view of the increasing fre- 
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quency of Q fever as an occupational disease in workers exposed 
to the reservoirs of the Brucella organisms. - Whenever the 
clinical diagnosis of pneumonitis is made in persons in contact 
with livestock or livestock products, blood cultures and serologic 
tests are obligatory. Attention is called to the difficulties which 
may arise when only a single serologic test with one type of 
antigen is employed. Meyer and Eddie presented evidence that 
a diversity of antigens may stimulate the appearance of Bru- 
cella antibodies. Patients previously infected with Brucella fre- 
quently show an increase or a reappearance of specific antibodies 
when the antibody production is stimulated through an infection 
with Coxiella burnetii. More recent observations have shown 
that, in‘the course of brucellosis or Q fever, the serum of some 
patients may yield positive complement fixation reactions even 
in the presence of psittacosis antigen. The isolation of Br. 
melitensis and a Brucella which could not be typed by the methods 
customarily employed reminds the student of this genus of bac- 
teria that new types are encountered in Minnesota and that 
certain species may be more labile than others. The present 
system of species classification, based on biochemical tests, does 
not always parallel the serologic grouping. Many strains bio- 
chemically Br. melitensis are serologically identical with the 
Br. abortus group. A plea is made that all Brucella strains 
encountered in the United States be tested with specific absorbed 
monovalent Br. melitensis serums. 

Dr. C. Westey Ersece, Chicago: The combination of anti- 
biotics which Dr. Herrell and Dr. Barber describe represents 
a distinct advance in the therapy of brucellosis. The size and 
the character of their series, the duration of their follow-up 
studies, and the striking results reported are certainly most 
impressive. Dr. Herrell has indicated that aureomycin or 
chloramphenicol alone is not particularly effective in brucellosis. 
Dr. McCullough and I can confirm this, for we likewise have 
been disappointed in the curative effects when either of these 
drugs is used alone. Although they do produce a prompt sup- 
pression of the symptoms, relapses occur with disturbing fre- 
quency. Dr. Carle at the National Institutes of Health has 
conducted a well standardized evaluation of antibiotics on 
experimental brucellosis in guinea pigs. He found that after 
treatment with either chloramphenicol or aureomycin, 100 per 
cent of the animals remained infected. Dr. Manthie at the 
Bureau of Animal Industry experiment station found that cattle 
naturally infected with brucellosis remained infected and resumed 
the secretion of Brucella in the milk in 100 per cent of those 
that survived treatment with large doses of aureomycin. Sim- 
ilar experiences with naturally infected cows have been noted 
at seven other agricultural experiment stations. During the 
past year, Dr. McCullough and I have treated human brucello- 
sis with a combination of three drugs—aureomycin, dihydro- 
streptomycin and sulfonamides. This treatment is largely based 
on in vitro experiments which indicate that these three drugs 
represent the most effective combination of any which were 
tested. The inclusion of sulfonamides is further indicated by 
the well established potentiating effect they have on strepto- 
mycin. Experiments suggest that sulfonamides do more than 
provide a mere additive effect; they seem to have a distinct role 
in suppressing the development of strains of Brucella which are 
resistant to antibiotics. In the past year seven patients have 


-been treated with this combination of three drugs. The periods 


of observation following treatment have varied from two to 12 
months, and some are therefore quite inadequate, but thus far 
there have been no failures or relapses. We administer 2 Gm. 
of each of the antibiotics daily for 14 days or more. Sulfona- 
mides are given in sufficient dosage to maintain a blood level 
of 10 mg. per 100 cc., and they are given a few days before 
the start of antibiotic therapy. The alarming toxic manifes- 
tations which we reported to occur with the combination of 
sulfadiazine and streptomycin have not been observed since the 
substitution of dihydrostreptomycin. The addition of sulfona- 
mides, particularly the mixed forms, does not appear to mate- 
rially augment the hazard of the treatment. In the treatment 
of brucellosis by any method we stress the value of bed rest 
as an important adjunct. Brucellosis is a serious infection, and 
one should not expect any antibiotic or chemotherapeutic or 
combination thereof to supplant a form of treatment which has 
always been recognized as important in infectious diseases. The 
seriousness of this disease, the well known vagaries of diagnosis, 
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the difficulties of therapy and the magnitude of the problem in 
general prompt me to stress the urgent necessity that members 
of the medical profession collaborate with the veterinarians to 
efadicate this disease from domestic animals. When this is 
achieved, there will be no human brucellosis. 

Dr. Wattace E. Herrert, Rochester, Minn.: I certainly 
agree that the differential diagnosis of brucellosis, including 
multiple diagnostic methods, is exceedingly important. It is 
generally recognized that the agglutination test for Brucella is 
not entirely satisfactory, and it is true that many factors will 
alter the agglutination titer. However, the present report con- 
cerns a new method of treatment rather than a discussion of 
diagnostic procedures. I was particularly interested in Dr. 
Eisele’s comments concerning the use of a sulfonamide combined 
with aureomycin and dihydrostreptomycin. The only data which 
we have on this subject were included in Heilman’s report. 
When a sulfonamide was added to the combination of aureo- 
mycin and dihydrostreptomycin in experimental Brucella infec- 
tions there was a slight improvement in the results, but on 
statistical analysis this improvement could not be considered 
significant. For that reason we have not used the sulfonamides 
with the aureomycin and dihydrostreptomycin method of treat- 
ment. Furthermore, it would not appear that the improvement 
in the results would justify this procedure, since we are all 
trying to avoid the well recognized toxic effects of the sulfona- 
mides. I certainly agree with Dr. Eisele that bed rest and other 
supportive measures are important in the treatment of patients 
with acute brucellosis. 


SPECULATIONS ON THE MECHANISM OF 
CURE OF BACTERIAL ENDOCARDITIS 


THOMAS H. HUNTER, M.D. 
St. Louis 


It is now common experience that subacute bacterial 
endocarditis can usually be cured, at least as far as the 
infection is concerned, by prolonged and intensive treat- 
ment with penicillin. Nevertheless several problems 
related to the control of this infection still remain. A 
significant number of patients, especially those harbor- 
ing enterococci in the vegetations, prove refractory to 
the usual course of therapy. Furthermore, the generally 
recommended treatment of four to eight weeks is both 
costly and inconvenient. It would certainly be an 
advance if a more rapid and a sure means of eradicating 
this infection could be found. Several antibiotics besides 
penicillin are now available, and many of them (includ- 
ing streptomycin, aureomycin, chloramphenicol [chloro- 
mycetin®] and terramycin) have some activity against 
the nonhemolytic streptococci. The role of these drugs 
both singly and in various combinations in the treat- 
ment of bacterial endocarditis needs to be evaluated. 

It therefore seems appropriate to examine available 
knowledge of this disease and of the fundamental 
mechanisms involved in its cure in order to explain 
if possible therapeutic shortcomings and to predict how 
treatment might be improved. 

The central problem of chemotherapy in bacterial 
endocarditis seems to be the killing of virtually all bac- 
teria in the vegetation. The distinction between bacterio- 
static and bactericidal action of drugs is important, as is 
the clarification of the relative importance of host mech- 
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anisms of resistance and the direct action of drugs on 
the micro-organisms in the lesions. Slowing the multi- 
plication of pneumococci in lobar pneumonia for a few 
days or even hours allows the host to get the upper 
hand ; recovery then takes place promptly, for the most 
part through phagocytosis of organisms by leukocytes, 
myriads of which are brought to the lesion by its rich 
blood supply. The process is quite different in bacterial 
endocarditis. One is dealing with a poorly vascularized 
vegetation composed of fibrin and necrotic valve sub- 
stance, in which masses of bacteria are growing, some 
of them well in the depths where metabolic exchange 
with the blood stream must be slow and where leuko- 
cytes are present only in small numbers. In untreated 
cases a tendency toward healing by fibrosis and endo- 
thelialization is often found in parts of the vegetation, 
but even in successfully treated patients this process 
reaches completion only after many months, as has been 
shown by Moore’ in a study of autopsy material from 
patients dying at various intervals after cessation of 
therapy. 

Clinical experience provides ample evidence that host 
factors alone practically never eradicate this infection. 
Furthermore, results with the sulfonamides were dis- 
appointing. Although these drugs inhibit growth of 
many strains of nonhemolytic streptococci, even when 
they were given in massive doses for long periods of 
time, cures were obtained in only 5 to 10 per cent 
of cases. Often clinical improvement and cessation of 
bacteremia occurred during therapy, but eradication of 
the infection was seldom accomplished. These observa- 
tions could be interpreted as meaning that bacteriostasis 
is usually not sufficient to effect a cure Further evi- 
dence supporting this point of view is beginning to 
accumulate in the results of treatment of this disease 
with aureomycin and terramycin, both of which are 
primarily bacteriostatic rather than bactericidal agents. 
A few cures have been reported with these drugs, but 
several observers * have found a high incidence of failure 
even though the infecting organism is highly sensitive 
to these antibiotics in vitro. A clinical course similar 
to that seen with the sulfonamides is frequently encoun- 
tered, with persistence of positive blood cultures for long 
periods after starting therapy, temporary remission of 
symptoms and a high incidence of relapse. The num- 
ber of patients treated with the newer antibiotics is 
still small, and this appraisal of results is therefore only 
tentative. The following case is illustrative. 


L. W., a man aged 60, was treated at Barnes Hospital for 
bacterial endocarditis due to Streptococcus liquefaciens, one of 
the enterococci. Since the organism appeared to be sensitive to 
aureomycin in vitro, the patient was treated with this drug 
alone for a period of 45 days, up to the time of death. Blood 
cultures remained positive for the first 10 days of therapy, dur- 
ing which time he was receiving 4 Gm. of aureomycin hydro- 
chloride per day. Later in the course, blood cultures remained 
negative and fever was absent. The daily dose of the drug 
was reduced to between 1 and 3 Gm. because the blood level 
had been found to be 160 micrograms per cubic centimeter, 
and he showed some nitrogen retention. After six weeks of 
therapy, during which he received a total of 70 Gm. of aureo- 
mycin hydrochloride orally and 20 Gm. parenterally, he died 
of an attack of acute hemorrhagic pancreatitis. At autopsy, 





1, Moore, R. A.: Cellular Mechanism of Recovery After Treatment 
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2. Brainerd, H.; Lennette, E. H.; Meiklejohn, G.; Bruyn, H. B., and 
Clark, W. H.: The Clinical Evaluation of Aureomycin, J. Clin. Investiga- 
tion 28: 992, 1949. Harvey, J. C.; Mirick, G. S., and Schaub, I. G.: 
Clinical Experience with Aureomycin, ibid. 28:987, 1949. Friedberg, 
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there was evidence of active bacterial endocarditis. The same 
organism was cultured from the heart valve, and histologically 
the vegetations showed masses of bacteria without evidence of 
healing beyond the amount found in untreated patients. 


REACTION OF ENTEROCOCCUS TO ANTIBIOTICS 


These observations prompted associates and me to 
study in more detail the reaction of this organism to 
antibiotics. The results of inhibition tests with various 
agents in vitro are presented in the accompanying 
table. It can be seen that aureomycin is the most 
effective drug under these conditions. The organism 
is relatively resistant to penicillin and streptomycin, 
though not completely so. Penicillin and aureomycin 
in combination have at least an additive effect in pro- 
ducing inhibition of growth, whereas no definite additive 
effect is demonstrated for penicillin and streptomycin 
in the concentrations used. It must be emphasized here 
that these sensitivity tests as they are usually performed 
reveal nothing about the number of organisms -killed. 
They measure only inhibition of growth. 

Since it is our thesis that direct killing of bacteria 
by antibiotics is probably important in bacterial endo- 
carditis, we have studied the response of large popula- 


Minimal Inhibiting Concentrations of Antibiotics for 
Streptococcus Liquefaciens Strain L. W.* 


Minimal Inhibiting Concentration 
——A.—. 








Inoculum 30 x 10° 
Orgs./Ce 
6 to 12 units 
> 400 micrograms 
4 to 8 micrograms 
25 to 50 micrograms 


eam, 
Inceulum 30 x 108 
Orgs./Ce. 
3 to 6 units 
62 to 125 micrograms 
2 to 4 micrograms 


Antibiotic 
Pics cc cccccccccccces 
Streptomycin.............. 
Aureomycin t.............. 
Chiloramphenicol.......... 


Combinations 
Penicillin............. \ 
Streptomycin........ | 


1 unit 
31 to 62 micrograms 


3 units 
> 100 micrograms 


1 unit 
0.5 to 1.0 micrograms 


3 units 


Dente... <c00<00 
f 0.12 to 0.25 micrograms 


Aureomycin.......... 


* Organism grown in tryptose phosphate broth, readings at 24 hours 
vy visible turbidity. 

t Aureomycin sensitivity from routine laboratory reported as 1.0 
microgram per cubie centimeter (read at 4 hours). 


tions of this strain of enterococcus under various 
conditions to determine the effects of several antibiotics 
singly and in combinations on the numbers of living 
bacteria. 

In figure 1 is shown the effect of 10 units of penicillin 
and 20 micrograms of aureomycin singly and combined 
as compared with the control flask to which no anti- 
biotics were added. Appropriate amounts of antibiotics 
were added at intervals, as denoted by the arrows, in 
order to raise the levels periodically to the initial con- 
centrations ; counts of viable organisms were made using 
penicillinase in the lower dilutions of the flasks contain- 
ing penicillin. It can be seen that penicillin alone has 
definite killing effect but that complete sterilization 
is not accomplished. Aureomycin alone at a concen- 
tration 20 times the minimal inhibiting concentration 
produces no killing whatever. Furthermore, the com- 
bination of penicillin and aureomycin tends to follow 
the aureomycin curve and shows slower killing than 
penicillin alone. This observation is similar to the 
results recently reported by Jawetz, Gunnison and 
Coleman,* who showed the same effect of chlor- 
amphenicol in slowing the bactericidal action of penicil- 





3. Jawetz, E.; Gunnison, J. B., and Coleman, V. R.: The Combined 
Action of Penicillin with Streptomycin or Chloromycetin on Enterococci 
in Vitro, Science 11: 254, 1950. 
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lin for several strains of enterococcus. The explanation 
for these observations may lie in the fact that penicillin 
has been shown to kill only those organisms which are 
in the process of active multiplication. If another agent 
renders them static they are no longer killed by 
penicillin. 


P ciouUICC.) 
A (20QUGICC.) 


{-2eucree. AUREOMYCIN ADDED TWICE DAILY —| 











PC tou/cc.> 














rs) 
oO; 
« 
w 
a 
< 10% 
= 
Ww 
5 id A 36-4.8uGICC. 
< 
a 
4 io KEY 
@ @ CONTROL 
t 3 9 PENICILLIN 
1 P 24- AURE: CIN 
+ BARRE, ® PENICILLIN AND AUREOMYCIN 
S gt ADDITION OF PENICILLIN OR 
10 AUREOMYCIN AS INDICATED 
f Qe rEreaenron OF PENICILLIN OR 
105 AUREOMYCIN CONCENTRATIONS 
AS INDICATED 
10° + 
' 3 5 7 9 u 
DAYS AFTER INOCULATION 
Fig. 1.—Effect of penicillin and aureomycin on growing organisms. 


(Streptococcus liquefaciens, strain L. W., was grown on tryptose phosphate 
broth in this study and in figures 2 to 5, inclusive.) 


The results of a similar experiment on the same 
organism but using penicillin and streptomycin are 
shown in figure 2. Here one sees that streptomycin 
alone has virtually no effect; penicillin alone causes a 
sharp reduction in the number of living organisms but 
fails to kill them all; the two drugs combined com- 
pletely sterilize the culture. 
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Fig. 2.—Effect of penicillin and streptomycin on growing organisms. 


This striking bactericidal effect of penicillin and 
streptomycin was recently reported by Jawetz and asso- 
ciates in the same paper referred to above.* Previous 
observations by Spicer and Blitz* are also in keeping 
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with these findings. They reported that strains of 
nonhemolytic streptococci, originally resistant to strep- 
tomycin, were reduced in number but were not com- 
pletely killed by penicillin and that the organisms which 
survived exposure to penicillin were then killed by 
streptomycin. 

There is already some clinical evidence suggesting 
that penicillin and streptomycin together are more 
effective than either drug alone in the therapy of 
resistant cases of nonhemolytic streptococcic endo- 
carditis. I first reported cure of an enterococcic infec- 
tion in 1946 ° and since that time have encountered no 
bacteriologic failures in six such cases treated in this 
manner. Other groups ° also have reported successful 
treatment of penicillin-resistant cases using penicillin 
and streptomycin combined, while results with strepto- 
mycin alone have been rather disappointing.’ 

Since the rate of multiplication of bacteria is known 
to affect strikingly their response to antibacterial sub- 
stances, and to penicillin in particular, this aspect of the 
problem has been studied in further experiments. As 
is shown in figures 3 and 4, when the same organism 
is grown to maximum population density and is then 
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Fig. 3.—Effect of penicillin and streptomycin on organisms at maximum 
population density. 


exposed to penicillin, streptomycin or the combination 
of penicillin with streptomycin or aureomycin, the 
number of living organisms is not reduced at all. This 
indication of the relative resistance of resting bacteria 
to antibiotics may be of more than academic interest. 
It seems quite possible that some organisms in the 
depths of the vegetation where the blood supply is poor 
may well be in a phase of slow growth under conditions 
approaching those at maximum population density. It 
is suggested that this factor could explain in part the 
need for prolonged and intensive therapy in this disease. 

In order to test the effect of penicillin and strepto- 
mycin on organisms which are growing slowly, that is, 
in a state intermediate between the conditions at maxi- 
mum population density and conditions in a culture 
freshly seeded, the experiment illustrated in figure 5 
was performed. Here the organism was grown for 72 
hours to maximum population density and then penicil- 
lin, streptomycin and the two antibiotics combined were 
added to each of three flasks, the fourth flask containing 
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no antibiotics serving as 4 control. -- After 24 hours 
there had been no décrease ‘in ‘the nufnber of viable 
organisms in any of the flasks, confirming the result 
shown in figure 3. At this point half of the volume 
of bacterial suspension was removed and was replaced 
by an equal volume of broth containing the appropriate 
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Fig. 4.—Effect of penicillin and aureomycin on organisms at maximum 
population density. 


antibiotics in their original concentrations. The same 
procedure was carried out daily thereafter, and the 
number of viable organisms was determined each day 
just before the dilution of the flasks. In these circum- 
stances limited growth is allowed to take place at inter- 
vals, a situation probably similar to that obtaining in 
parts of the vegetation. Here one sees a striking dif- 
ference between the effects in the three flasks. Strepto- 
mycin alone has no effect ; the organisms grow back to 
their original numbers each day in parallel with the 
control. Penicillin alone has an early bactericidal effect 
which is not lasting, but the two drugs together produce 
steady and progressive killing. 

In preliminary trials with the combination of aureo- 
mycin and streptomycin progressive and complete kill- 
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_ Fig. 5.—Effect of penicillin and streptomycin on sony growing organ- 
isms (100 cc. tryptose phosphate broth used in each flask). 


ing of large populations of this organism has also been 
observed, and it appears that the behavior of this pair 
of drugs deserves further study. 


COMMENT 

If direct killing of organisms by antibiotics is import- 
ant in curing bacterial endocarditis, as I think is the 
case, it is apparent that sensitivity tests which measure 
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only inhibition of growth may be exceedingly mislead- 
ing, in that some antibiotics may inhibit but not kill, 
while others may appear to be of little value by inhibi- 
tion tests and yet prove to be potent accelerators of the 
bacterial effects of another agent. The evaluation of 
the effects of combinations of antibiotics is admittedly 
difficult, but there is suggestive evidence that some 
combinations may be less effective under certain condi- 
tions than one antibiotic alone, whereas other combina- 
tions appear to have rapid and complete killing effects. 
Present results in vitro indicate that the combination 
of penicillin together with streptomycin shows great 
promise, and clinical experience so far bears this out. 
However, agents such as aureomycin, chloramphenicol 
and probably terramycin which are primarily bacterio- 
static for the nonhemolytic streptococci may well prove 
less effective. As yet there is little in vitro and almost 
no clinical evidence concerning combinations of these 
drugs with each other or with penicillin except for the 
observations that many inhibiting agents under some 
conditions seem to impair rather than enhance the 
killing effect of penicillin. 

It is admittedly hazardous to extrapolate from in 
vitro experiments on bacteria to infections in man 
caused by the same organisms. In the case of sub- 
acute bacterial endocarditis, however, one is forced to 
rely on in vitro work plus clinical experience, because 
the bacteria usually encountered are not pathogenic for 
laboratory animals. Although bacterial endocarditis 
has been produced irregularly in animals, the experi- 
mental disease is different in its .clinical course from 
the disease in man and has not been deemed suitable 
for therapeutic studies. 

The ultimate judgment as to the bearing of these 
in vitro results on the treatment of bacterial endocarditis 
will have to await further clinical experience. If the 
analysis of the mechanisms involved in the cure of 
this disease is correct, and if penicillin and streptomycin 
are bactericidal in the patient as well as in the test 
tube, it may prove possible to cure this infection more 
regularly and in a shorter time by using the two drugs 
together. I have recently started a clinical experiment 
in which I plan to treat a group of patients for 10 days 
with penicillin and streptomycin; so far I can only 
report that the first three patients so treated are doing 
well more than one month after cessation of therapy. 


SUMMARY 

1, Evidence is presented suggesting that direct kill- 
ing of organisms by antibiotics is important in the 
treatment of bacterial endocarditis. 

2. Sensitivity tests that measure only inhibition of 
growth may be misleading. 

3. Available reports of clinical results with aureo- 
mycin and terramycin, both primarily bacteriostatic 
agents, are not especially favorable. 

4. Some combinations of drugs appear to be less 
effective than one alone, while other combinations in 
vitro are rapidly bactericidal. 

5. Penicillin and streptomycin together have a strik- 
ing bactericidal effect and have been found effective in 
penicillin-resistant cases. 

6. A clinical study is being undertaken to determine 
whether the duration of therapy can be shortened to 
10 days by the use of combinations of drugs which are 
rapidly bactericidal. 
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SUBACUTE BACTERIAL ENDOCARDITIS: REVISION 
OF DIAGNOSTIC CRITERIA 
AND THERAPY 


CHARLES K. FRIEDBERG, M.D. 
New York 


Subacute bacterial endocarditis is now the most 
common form of heart disease which can be cured. It 
is important that the general physician who first sees 
the patient should not miss the opportunity of making 
an early diagnosis and effecting a cure. The feasibility 
and relative economy with which huge doses of peni- 
cillin may be administered, and the availability of other 
antibiotics such as dihydrostreptomycin, aureomycin, 
chloramphenicol (chloromycetin®) and terramycin 
afford the theoretical possibility of curing bacterio- 
logically at least 95 per cent of the cases of subacute 
bacterial endocarditis. Nevertheless, in practice there 
is a striking disparity between this high percentage of 
possible bacteriologic cures and the significantly lower 
percentage of actual clinical recoveries. The purpose 
of this study was to discover the probable causes for 
this discrepancy and if possible to utilize the informa- 
tion obtained as a basis for enhancing the incidence of 
clinical recoveries. 


Taste 1.—Recovery Rate in Subacute Bacterial Endocarditis 


Recoveries 
Cases, 
No, No. Percentage 

Presulfonamide era 

EE = SERED isc biccccveccpcencvssvesy 150 4 2.7 

Collected series (Lichtman)........... 2,596 25 10 
Sulfonamide era 

Collected series (Lichtman)........... 659 32 4.9 
Penicillin era (1944-) 

Collected series (1948-1950)............. 661 417 63.1 

Author’s series 1950. ...........eeeeeees 148 98 66.2 


Table 1 represents the recovery rates in various series 
of cases of subacute bacterial endocarditis before and 
since the advent of penicillin. These data indicate an 
unequivocal and dramatic improvement in the outlook 
for patients with this disease since the use of penicillin. 
3ut they also disclose a disturbing persistently high 
incidence of therapeutic failures, despite the discovery 
of additional antibiotics which have extended the spec- 
trum of antibacterial effectiveness and despite increased 
knowledge of the need for large dosage and prolonged 
treatment. 

It is generally accepted that spontaneous recovery 
or recovery due to chemotherapeutic agents prior to the 
sulfonamides was a rarity. In many series of cases no 
recovery was ever observed. Libman'* observed spon- 
taneous cures in four_of his first 150 cases, a recovery 
rate of only 2.7 per cent. Subsequently the sulfonamides 
proved to be of definite therapeutic benefit but provided 
a rate of recovery of only 4.9 per cent.? Massive dosage 
of sulfonamides promised to be even more effective, 
but this dangerous form of therapy was rapidly dis- 
placed when penicillin became available in 1944. 

After two years of penicillin therapy, a compilation 
which was made of the experiences of six groups of 
investigators disclosed that cure of bacterial infection 
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had been achieved in 107 of 131 cases of subacute 
bacterial endocarditis, a rate of 81.7 per cent.* These 
favorable statistics were based, for the most part, on 
relatively small series of cases in which the causative 
organism had been identified and had been found to 
be relatively sensitive to moderate doses of penicillin. 
Subsequent reports have not fulfilled the optimistic 
promise of these early figures. Not only has a sub- 
stantial percentage of cases continued to resist eradi- 
cation of the bacteriologic infection, but in addition a 
number of patients with subacute bacterial endocarditis 
have succumbed to complications of the active disease 
shortly after the bacterial lesions have been apparently 
healed by antibiotic treatment. Although most of the 
reported series of cases are relatively small, they dis- 
close a fairly consistent recovery rate of between 55 
and 75 per cent, with only occasional figures outside 
this range. The reports of various investigators are 
not entirely comparable: in some recovery refers only 
to apparent cure of the bacteriologic infection, while 
in others recovery denotes actual clinical as well as 
bacteriologic cure. Most series omit those cases of 
subacute bacterial endocarditis which were not diag- 
nosed during life and those cases not actually treated 
either because of uncertainty as to diagnosis or because 
of resistance of the infecting agent. Yet all of these 
are properly regarded as therapeutic failures and as 
a measure of our shortcomings in complete control of 
the disease. 
MATERIAL 

The present report is based on an unselected series 
of 148 cases of subacute bacterial endocarditis observed 
at Mount Sinai Hospital since the advent of penicillin 
in 1944 and up to June 1949. Thus the patients 
who have survived have been followed for a minimum 
of one year and a maximum of six years since com- 
pletion of treatment. 

No case has been excluded because of inadequate 
dosage in the early days of penicillin, because admission 
of a patient late in the disease prevented completion of 
a full course of treatment or because of high resistance 
of the causative agent to available antibiotics. Cases 
in which the diagnosis of subacute bacterial endocarditis 
appeared clinically acceptable also were included even 
when blood cultures had been persistently negative. In 
10 of the 16 fatal cases with negative blood cultures 
the diagnosis was verified at autopsy. Finally, all cases 
in which the diagnosis was overlooked Clinically but 
discovered at autopsy have also been incorporated into 
this series. Inclusion of these various unfavorable 
groups of cases has tended to diminish the incidence of 
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recovery in this series. Nevertheless, this inclusion is 
essential for a complete picture of the causes of the 
persistent and relatively high mortality in subacute 
bacterial endocarditis and for an understanding of the 
means for reducing this mortality. 

The term recovery as used in this presentation 
denotes clinical cure as well as eradication of the 
bacterial infection. Thus a patient was not classified 
as recovered, although apparently cured of his infection, 
if he sustained some progressive complication of the 
disease which was fatal during his hospital stay or 
within a few months after his discharge. 

The cases forming the basis of this report were 
studied with particular reference to those factors which 
might account for recovery or failure. An analysis was 
then made of the fatal cases to discover possible means 
of avoiding or minimizing such fatalities in the future. 


RESULTS 
Rate of Recovery.—In this inclusive unselected series 
of 148 cases there were 98 clinical as well as bacterio- 
logic recoveries, an incidence of 66.2 per cent. This 
compares with a recovery rate of 63.1 per cent in 661 
cases reported between 1948 and 1950 by 10 different 
groups of observers * (table 1). 


Taste 2.—Recovery Rates in Successive Series of Cases 


Recoveries 

Cases, 

Period No. No. Percentage 
1944 to 1945..... SSEseccascececcesevesee 51 31 60.8 
Be GE  EMndacacescncevenccecceds 4 30 69.8 
July 1947 to July 1949..........0c00e 4 37 68.5 


TABLE 3.—Comparison of Recovery Rate Beyond and 
Below the Age of Forty 


Recoveries 
Cases, 
Age No. No. Percentage 
BE Bi hieccccccnccneccccssesespescuees 74 58 78.3 
SB icvcssccccccvcccscccoctccces 74 40 52.7 


That the relatively high incidence of failure is not 
largely due to inclusion of the early cases, when anti- 
biotics were not available in large amounts or were 
administered in smaller doses than at present, is indi- 
cated by the data in table 2. There has indeed been 
some improvement in the recovery rate in the second 
and third successive series of approximately 50 cases 
each, but this improvement has been neither striking nor 
progressive. This may be due in considerable measure 
to the much more difficult therapeutic problem presented 
by cases now referred to the hospital. Many of these 
represent patients refractory to treatment or cases of 
prolonged fever in which a definite diagnosis of subacute 
bacterial endocarditis has not been established and ade- 
quate treatment has been unduly postponed. 

Age.—One third of the cases involved persons below 
the age of 30, and the highest recovery rate (82 per 
cent) was found in this age group. In the decade 
between 30 and 40 the recovery rate was somewhat 
less (70.8 per cent). An equal number of patients 
in this series were below and above the age of 40. The 
striking reduction in recovery rate after this age is 
shown in table 3. However, there was no progressive 
increase in mortality with increasing age. Recovery 
occurred in persons beyond the age of 60 and even 
70 as often as in those between 40 and 60. It is 
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probable that other factors, to be discussed below, are 
more often accountable for fatalities in the group beyond 
40 than age itself. 

Duration of Disease Prior to Treatment.—The dura- 
tion of the disease prior to commencement of adequate 
treatment appears to represent an important factor in 


TaB_e 4.—Results of Treatment as Related to Duration of 
Disease Before Treatment 


Treat- Recoy- 


Recov- ment eries, 
Cases, eries, Failures, Per- 
Duration of Disease No. No. No. centage 

OT 2 Seer 9 9 0 100.0 
yo. Seer 19 17 2 89.5 
BOGS Wiickccs sitter cnisicdsie 42 36 6 85.7 
OS inch 6 ois nccncsedssccus 19 ll 8 57.8 
BOD 6 MOredccccccccccccecccess 12 6 6 50.0 
More than 4 mo.............. 34 19 Bt) 55.9 


determining the outcome. All 9 patients who were 
treated within two weeks of onset of symptoms of the 
disease recovered (table 4). A sharp reduction in the 
rate of recovery appears to follow delay in treatment 
beyond two months after the onset. The danger of 
delaying treatment for more than three or four months 
is even greater than appears from the data in this table. 
In almost all the recovered cases listed as of more than 
four months’ duration, one or more courses of peni- 
cillin had been administered with beneficial if temporary 
result before hospital admission and cure. Although 
inadequate for recovery this preliminary treatment 
tended to stay the progress of the disease until effective 
therapy was instituted. 


Sensitivity of the Causative Agent—In more than 


three quarters of the 105 cases in which the sensitivity 
of the causative micro-organism to penicillin was deter- 
mined, it was found to be between 0.01 and 0.1 unit per 
cubic centimeter, i. e., it was between one half and 
five times as resistant as the standard Staphylococcus 
aureus (table 5). In this group of cases caused by 
relatively sensitive bacterial agents the rate of recovery 
was high (84 per cent). In the group of cases due to 
moderately resistant micro-organisms (six to 50 times 
as resistant as the standard Staphylococcus) the 
recovery rate was somewhat less (77.7 per cent) but 
still significantly higher than the average of the entire 
series. In the group of six cases due to highly resistant 
organisms requiring 1.0 or more units per cubic centi- 


Taste 5.—Results of Treatment According to Sensitivity 
of Causative Micro-Organism 


Recoveries 


Cases, 

Sensitivity, Units/Ce. No. No. Percentage 
Be OP BR cents cedccdccsccvesecvsecess 52 43 82.7 
RN nieces chaeesasacecstauasecacme 29 25 86.2 
MU OD Beh i nccndecrcesccesccescccttsees 18 14 77.7 
EE BethidS bax bicdpinssieecuteanatcees 6 0 0 

105 82 78.1 


meter of penicillin in vitro, there were no recoveries. 
In this group there were four cases due to the entero- 
coccus, observed before huge doses of penicillin were 
readily available, one case due to Proteus vulgaris, seen 
before streptomycin was readily available, and one due 
to a Micrococcus catarrhalis. Two therapeutic failures 
involved cases due to a diphtheroid Streptococcus 
which was quite sensitive to penicillin in vitro but which 
was extremely difficult to eradicate permanently in vivo. 
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Recovery Rate in Cases with Positive and Negative 
Blood Cultures ——There was a striking difference in the 
rate of recovery between the group of cases with posi- 
tive blood cultures and that in which blood cultures 
were persistently negative (table 6). In the former 
group 77.2 per cent of the patients recovered, in the 
latter only 38.5 per cent. In some instances the absence 
of a positive culture resulted in erroneous diagnosis 
and failure to treat the patient for subacute bacterial 
endocarditis ; in others it resulted in delayed treatment 
and difficulties in determining the type of antibiotic to 
be used or its proper dosage. 

Errors in Diagnosis—In addition to two cases in 
which the diagnosis of subacute bacterial endocarditis 
was abandoned because of negative blood cultures, there 
were six in this series of 148 cases in which the diag- 
nosis was unsuspected and first discovered at autopsy. 
In these cases no blood cultures had been taken. 


ANALYSIS OF FATAL CASES 
Cause of Death—Heart failure was interpreted as 
the cause of death in 29 of the patients who did not 
recover, cerebral embolism in 13, uremia in six and 
persistent infection in six. In seven of the instances of 


TasLe 6.—Rate of Recovery in Cases with Positive and 
Negative Cultures 


Recoveries 
Cases, —_—+, 
No. No. Percentage 
pe RT CT ere 114 88 77.2 
PReOAEGS GRIBiaos oon ctciedesecasasce 26 10 38.5 


Tas_e 7.—Relation of Fatalities and Therapeutic Failures 
to Deficiencies in Treatment 


Caces, 

No. 
TR). CURA nc0cnccctsncccecdescssvcucsedecsnesccenus 8 
Inadequate treatment.............ccccceeessecceenereesees 21 
Delay im trentememt.......ccccccccccccccccccvccvccccesecesce 21 


heart failure, three of those with cerebral embolism and 
five of those with uremia there were multiple factors 
in the fatal outcome. Persistent infection was inter-° 
preted as the actual cause of death in six cases, but it 
was also present in almost all the cases in which the 
mortality itself was attributed to heart failure, embolism 
or uremia. 

Deficiencies in Treatment.—All the major causes of 
death represent complications of the bacterial endo- 
carditis which develop only after varying periods of 
uncontrolled infection. Prompt and adequate treatment 
of the infection should therefore prevent these fatal 
complications because at the present time the available 
antibiotics are theoretically capable of sterilizing the 
responsible bacterial agent in 95 per cent or more of 
the cases. The observed therapeutic failures and the 
fatalities may thus be regarded as due to deficiencies in 
treatment. An analysis of the fatalities with respect to 
deficient treatment is presented in table 7. No treat- 
ment was administered to eight patients in whom the 
correct diagnosis was missed during life. The remaining 
42 therapeutic failures were due in 21 cases to inade- 
quate treatment, according to present standards, and in 
another 21 cases to delay in treatment. 

Factors Responsible for Deficient Treatment.—The 
factors responsible for deficient treatment were classi- 
fied in three important groups of cases (table 8). 
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Obviously no satisfactory treatment could be admin- 
istered in those cases in which the correct diagnosis 
was not made. Yet in virtually every instance the 
diagnosis of subacute bacterial endocarditis should have 
been at least strongly considered. A reduction in this 
type of fatality demands better knowledge of the diag- 
nostic criteria for this disease. 

In the group of cases due to a resistant causative 
agent, therapeutic failure usually resulted from inade- 
quate dosage of antibiotics. These failures should 
diminish in frequency as physicians learn to employ 
much larger doses than formerly and to combine two or 
more antibiotics simultaneously. 

Cf particular importance is the relatively large group 
of cases in which therapeutic failure might properly be 
attributed to persistently negative blood cultures, despite 
use of the best available technic. Negative blood cul- 
tures were responsible for a delay in treatment during 
which fatal complications of the disease evolved, for 
inadequate therapeutic dosage because the dosage could 
not be adjusted to the sensitivity of the causative agent 
or for improper choice of antibiotic when the unde- 
termined causative micro-organism was resistant to the 
administered antibiotic. The importance of negative 
blood cultures as a factor responsible for therapeutic 
failure was indicated in table 6, where it was seen that 
the percentage of recoveries was strikingly lower in the 
cases with negative cultures than in those in which the 
causative agent was isolated from the blood. 


Taste 8.—Factors Responsible for Deficient Treatment 
in Fatal Cases 


Cases, 
No. 
eS Se sd. pe caiciceeedbeotunediociiowecds 19 
Resistant micro-organisms .............0ssesecscecevenves 8 
PE Oh II co cecccdccvodccccnsceccccscnceccccseccess 8 


Delay in treatment occurred particularly before the 
patients were admitted to the hospital. Responsibility 
during this period rested with the family physician, who 
would not make a diagnosis of subacute bacterial endo- 
carditis when the blood culture was negative or who was 
Joathe to undertake the necessary prolonged and often 
expensive regimen even when he had correctly sus- 
pected the diagnosis on purely clinical grounds. This 
diagnostic and therapeutic delay was often unduly pro- 
longed after the patient was hospitalized in the hope 
that the causative organism would be isolated if repeated 
blood cultures were made with more careful technics. 
It is especially this group of cases with negative blood 
cultures which points to the need for a revision of the 
diagnostic and therapeutic criteria if more favorable 
results are to be obtained in the management of sub- 
acute bacterial endocarditis. 


REVISED DIAGNOSTIC CRITERIA 


The above observations and especially the analysis of 
the fatal cases strongly suggest that more nearly accu- 
rate and earlier diagnosis is essential in any further 
improvement in the recovery rate in subacute bacterial 
endocarditis. The fatalities attributed to high resistance 
of the causative agent are being gradually eliminated 
by the employment of massive doses of penicillin 
enhanced if necessary by carinamide, by combination of 
penicillin with other antibiotics or by the use of other 
antibiotics alone. On the other hand, the fatalities due 
to delay in administering adequate therapy can be 
eliminated only by earlier diagnosis; this in turn 
demands a modification in the diagnostic criteria. 
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Prior to the discovery of an effective therapeutic 
agent for subacute bacterial endocarditis, it appeared 
desirable to insist on strict diagnostic criteria. This 
was necessary, in part, to eliminate spurious claims of 
cure based on observations in unproved cases. The 
following were the essential criteria which served to 
warrant a definite diagnosis of subacute bacterial endo- 
carditis:* (1) persistent fever; (2) valvular or con- 
genital cardiac lesion or arteriovenous aneurysm, as 
indicated by organic murmurs or bruits; (3) embolic 
and vascular lesions, notably embolism of major 
arteries, white-centered petechiae or Osler nodes, and 
(4) positive blood culture. 

It is now recognized that some of these features are 
relatively late phenomena. Two of the above criteria, 
namely, embolic phenomena and positive blood culture, 
account for most instances of delay in diagnosis and 
treatment. Embolism often occurs when there is 
advanced disease; severe valvular necrosis, mycotic 
aneurysm, suppurative pericarditis, congestive heart 
failure or renal insufficiency may be present and irre- 
versible by the time the embolism is recognized. These 
complications and cerebral embolism are often fatal 
despite vigorous antibiotic therapy. 

Delay in diagnosis and treatment until a positive 
blood culture is obtained has been responsible for a 
considerable percentage of therapeutic failures. In some 
instances the diagnosis of subacute bacterial endo- 
carditis was entirely abandoned and antibiotic treat- 
ment was not given because the blood cultures did not 
yield bacterial growth. Unfortunately, there may be 
considerable delay before a blood culture is taken or 
before a positive blood culture is obtained, and even 
with excellent technic blood cultures may be persistently 
sterile in 15 to 30 per cent of cases. Delay occurs 
especially in the early period of the disease when 
the patient is under the care of his family physician. 
The seeming complexity of taking blood cultures in the 
home, their expense or their relative unavailability often 
deter the physician from ordering them when there 
appear to be few of the classic manifestations of sub- 
acute bacterial endocarditis. As a rule four to eight 
weeks elapsed before the patient was referred to the 
hospital, usually without a definite diagnosis. Not 
infrequently blood cultures taken prior to admission 
were negative because of technical difficulties or imper- 
fections, as indicated by the regularity with which a 
positive culture was obtained after the patient was 
hospitalized. 

For these reasons it is important to stress that sub- 
acute bacterial endocarditis should be diagnosed before 
the appearance of embolic phenomena and before posi- 
tive blood cultures are obtained. Furthermore, the 
diagnosis can be sustained and adequate therapy admin- 
istered even when blood cultures are persistently nega- 
tive. In order to promote earlier diagnosis and more 
effective therapy it is recommended that a probable 
diagnosis sufficient to justify the commencement of 
antibiotic treatment should be based on two associated 
findings, (1) unexplained fever for more than a week 
and (2) the presence of an organic cardiac murmur or 
arteriovenous fistula. Obviously there is a host of 
other diseases besides bacterial endocarditis which may 
produce fever in the cardiac patient. However, if 
attendant circumstances are duly considered, these cri- 
teria are almost always adequate to warrant both the 
diagnosis and the institution of specific antibiotic treat- 
ment. Infrequently, subacute bacterial endocarditis 
occurs in the absence of a murmur; in such instances 
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the diagnosis must depend on the finding of white- 
centered petechiae, Osler nodes, emboli or a positive 
blood culture. These findings might also be necessary 
for diagnosis in the rare instances in which fever is 
slight or absent at times, as in occasional cases with 
renal insufficiency. 

Persistence of fever for at least a full week is neces- 
sary to exclude a multiplicity of upper respiratory or 
other infectious or febrile diseases which subside after 
brief duration or which present localizing signs or dis- 
tinctive diagnostic phenomena only after several days 
of illness. At the end of a week, persistent fever in a 
patient with a cardiac murmur will seldom remain 
unexplained unless it is due to subacute bacterial 
endocarditis. At the end of that period a diagnosis 
other than bacterial endocarditis is almost always dis- 
closed by physical or roentgenologic examination, 
hematologic and urinary examination, blood culture, 
agglutination or other antibody tests and occasionally 
biopsy. If on the basis of the above simplified criteria 
subacute bacterial endocarditis is regarded as a strongly 
probable diagnosis, rather than merely one of several 
possibilities, it is surprising how often the physician 
searches more carefully and finds confirmatory evidence 
of the disease, such as white-centered petechiae, Osler 
nodes, anemia or splenomegaly. But the absence of 
these confirmatory signs by no means excludes the 
diagnosis. 

Although the report of a positive blood culture is not 
necessary for the diagnosis or the institution of treat- 
ment, blood cultures should be made after a week of 
unexplained fever and before treatment is begun, in the 
hope that the causative organism may be isolated and its 
sensitivity to various antibiotics determined. When the 
diagnosis of subacute bacterial endocarditis is deemed 
probable, two blood cultures on successive days should 
be made and appropriate treatment instituted without 
awaiting the results of the cultures. If these are later 
reported to be negative, it is unlikely that further blood 
cultures would have been positive. If the diagnosis of 
subacute bacterial endocarditis has been made errone- 
ously by these minimal criteria, almost always this will 
be disclosed by the further clinical course or by subse- 
quent clinical or laboratory examinations. If inade- 
quate dosage or improper antibiotic has been given 
because of iailure to await a positive blood culture, the 
need for modification of treatment will be indicated by 
the clinical course or by subsequent report of positive 
blood cultures. 

Errors in Diagnosis—Some of the fatalities from 
subacute bacterial endocarditis are still due not merely 
to delay in treatment but to complete error in diagnosis 
and failure to institute the needed therapy. The simpli- 
fied diagnostic criteria should prevent errors in diag- 
nosis as well as delay. Some of the commonest errors 
should be mentioned : 

Influenza or virus infection is a common diagnosis 
in the first week or two of the illness.- Often the 
absence of distinct respiratory or gastrointestinal symp- 
toms should put the physician on guard against such 
diagnoses. At any rate, persistence of the fever for 
more than a week in a patient with an organic cardiac 
murmur renders these diagnoses much less probable 
than that of subacute bacterial endocarditis. 

Active rheumatic fever is one of the commonest 
etrors in diagnosis. Rheumatic fever indeed may 
become activated with the onset of subacute bacterial 
endocarditis, but it is usually erroneous to explain the 
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continued fever in a patient above the age of 20 with 
compensated valvular heart disease as due to rheumatic 
fever alone. This applies especially to patients in whom 
there is no frank classic polyarthritis. Even in the 
presence of joint pains, subacute bacterial endocarditis 
should be considered probable. Blood cultures should 
be taken and penicillin therapy instituted. If the fever 
is due to rheumatic fever alone, it will not respond. 
Later a trial of salicylates may also be helpful in differ- 
ential diagnosis or in controlling the temperature of 
rheumatic fever combined with bacterial endocarditis. 

Often the finding of leukocytes and erythrocytes in 
the urinary sediment of a febrile patient suggests acute 
pyelonephritis. As a matter of experience, a proposed 
diagnosis of pyelonephritis in a patient with a valvular 
lesion strongly suggests subacute bacterial endocarditis. 

Similarly hemiplegia, aphasia or other manifestations 
of a stroke in a patient with a cardiac murmur and 
fever, especially if there is regular cardiac rhythm, 
should be interpreted as due to a cerebral embolism 
complicating bacterial endocarditis. 

Errors in diagnosis as well as delays in diagnosis are 
more apt to occur in the older age groups. Anorexia, 
fatigability, weakness and weight loss are common early 
symptoms of subacute bacterial endocarditis and often 
initiate a long-drawn search for an occult neoplasm. 
But the endocarditis should not be overlooked if the tem- 
perature is found to be elevated and a cardiac murmur 
is discovered. Bacterial endocarditis may be overlooked 
if the patient is suffering from congestive failure when 
he is first observed. The fever is often wrongly attrib- 
uted to heart failure itself, to pulmonary embolism or 
to pulmonary congestion with bronchopneumonia. Bac- 
terial endocarditis should be considered at least equally 
probable if the patient has a valvular lesion and fever, 
and blood cultures should be taken. But even if these 
are negative, a therapeutic trial of antibiotics is indi- 
cated if a pulmonary lesion or some other definite cause 
for the fever is not clearly demonstrable or if the fever 
persists unduly. 

TREATMENT 

Institution of Treatment.—The revision of criteria to 
obtain earlier diagnosis is designed to effect earlier 
treatment. In addition there have been certain revisions 
in methods of treatment which should result in a higher 
recovery rate. The best therapeutic results would 
probably be obtained if adequate specific therapy were 
begun no later than ten days after the onset of fever. 
Only occasionally is it possible to institute treatment 
earlier, as when fever and embolization occur simul- 
taneously at the clinical onset of the disease. 

In practice the following procedure is recommended : 
After a probable diagnosis of subacute bacterial endo- 
carditis has been made on the basis of a cardiac murmur 
and unexplained fever for at least a week, a blood 
culture is performed and other diagnosiic measures 
are taken in the next two days as indicated above. 
By this time a preliminary smear of the culture 
medium may reveal the presence of micro-organisms. 
If the smear shows a gram-positive organism or a 
gram-negative coccus, penicillin therapy is begun; 
dihydrostreptomycin, aureomycin or chloramphenicol is 
administered if the organism is a gram-negative bacillus. 
A change in the antibiotic or its dosage may be indi- 
cated when the micro-organism is finally identified and 
its sensitivity determined. But the commencement of 
therapy with empiric doses should not be delayed until 
identification and sensitivity tests are completed. 
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Antibiotics and Dosage.—Penicillin: Penicillin is 
the most reliable antibiotic for this disease. The dura- 
tion of treatment has generally been a minimum of 
five weeks. There has been a continued trend to the 
administration of larger doses. The early recommenda- 
tions of 200,000 units daily were soon revised upward 
to a minimum of 500,000 units daily. Although this 
dosage is probably adequate for a high percentage of 
cases, especially those caused by exceedingly sensitive 
nonhemolytic streptococci (not more than three times 
as resistant as the standard Staphylococcus, i. e., 
inhibited by 0.06 unit per cubic centimeter, or less, of 
penicillin in vitro), it is wiser to recommend 1,200,000 
units of penicillin as the minimum daily requirement. 
For causative agents requiring 0.08 or more units of 
penicillin per cubic centimeter in vitro, and in cases in 
which treatment is begun before the causative organism 
has been isolated, a minimum of 2,400,000 units should 
be given daily. Dosages of 5,000,000 units or more 
daily should be utilized for organisms with a sensitivity 
of 0.4 to 0.8 unit per cubic centimeter and doses of 
10,000,000 or more if the sensitivity is 1.0 unit per 
cubic centimeter or higher. 

Regardless of the sensitivity in vitro or the theo- 
retically desirable dose, these dosages should be 
increased rapidly and progressively if blood cultures 
are persistently positive or if there is other clinical 
evidence of an inadequate therapeutic effect. Such 
large doses are necessary in the treatment of endo- 
carditis due to the enterococcus (Streptococcus fecalis). 
Cures of enterococcic endocarditis have been effected 
by penicillin alone in daily doses of 10,000,000 to 
40,000,000 units or with enhancement of the penicillin 
blood level by the simultaneous oral administration of 
4 Gm. of carinamide every four hours. A minimum 
penicillin blood level of 25 units per cubic centimeter 
appears desirable in cases of enterococcic endocarditis. 
When penicillin alone is ineffective in such cases, cure 
may be effected by the combined use of large doses of 
penicillin (10,000,000 units or more daily) and dihydro- 
streptomycin (2 to 3 Gm. daily). The combination of 
similar doses of penicillin with 4 Gm. daily of aureo- 
mycin may prove to be more desirable in some cases. 

Dihydrostreptomycin: This drug may be adminis- 
tered alone (2 to 3 Gm. daily) for five weeks in 
cases of bacterial endocarditis due to Hemophilus 
parainfluenzae or influenzae, Klebsiella pneumoniae 
(Friedlander’s bacillus) and possibly other strepto- 
mycin-sensitive micro-organisms. The use of dihy- 
drostreptomycin in combination with penicillin for 
enterococcic endocarditis has been mentioned. Simi- 
larly its use in combination with aureomycin may be 
the most effective form of therapy at present for 
Brucella endocarditis. 

Aureomycin:* With oral doses of 3 to 4 Gm. daily, 
sufficiently high aureomycin blood levels are attained 
to control most of the micro-organisms responsible 
for bacterial endocarditis. Fever subsides promptly, 
and blood cultures become negative. However, in my 
experience with these dosages continued for five to 
eight weeks there is usually a relapse with fever and 
positive blood cultures within the first week after the 
drug is discontinued. These observations suggest that 
in the above dosages aureomycin is bacteriostatic but 
not bactericidal, or at least that aureomycin produces 
a clinical and bacteriologic arrest of the disease without 





5. Aureomycin was provided by the Lederle Laboratories Division, 
American Cyanamid Company, Dr. J. M. Ruegsegger. 
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effecting a lasting cure. In some instances with larger 
doses (4 to 6 Gm. orally), supplemented if neces 
with aureomycin intravenously (1 to 2 Gm. daily ) 
apparent cure has been accomplished although 
follow-up period is still inadequate. The higher oral 
dosages are difficult to maintain because of frequent 
gastrointestinal symptoms. 

In cases of enterococcic (Strep. fecalis) endocarditis 
aureomycin rapidly controls the infection even when 
penicillin in large doses has failed. Nevertheless the 
occurrence of relapses after the aureomycin therapy 
was completed suggests that this antibiotic alone will 
not suffice in most cases. Preliminary observations 
suggest that the combination of 10,000,000 units of 
penicillin with carinamide daily plus 4 Gm. of aureo- 
mycin orally may be effective in this type of endo- 
carditis. Aureomycin may be the drug of choice in 
cases of staphylococcic endocarditis which are resistant 
to penicillin. But in this type of case also greater 
effectiveness may result from combination of aureo- 
mycin with large doses of penicillin and perhaps also 
with sulfonamides. It has already been mentioned that 
aureomycin in combination with dihydrostreptomycin 
is indicated also in the endocarditis caused by Brucella 
organisms. In two cases of endocarditis in which 
cultures were persistently negative although the diag- 
nosis appeared well established on clinical grounds an 
apparent cure was effected with aureomycin after large 
doses of penicillin had proved ineffective. 


’ 


SUMMARY 


1. Although available antibiotics theoretically permit 
eradication of the infection in well over 90 per cent of 
the cases of bacterial endocarditis, the actual recovery 
rate averages only about 70 per cent. 

2. One hundred and forty-eight cases of subacute 
bacterial endocarditis were studied to determine the 
factors which might account for recovery or a fatal 
outcome. 

3. There were 98 clinical recoveries among the 148 
cases, a recovery rate of 66.2 per cent. 

4. The recovery rate was 78.3 per cent among the 
74 patients below the age of 40 and only 52.7 per cent 
among the 74 patients above this age. 

5. Among patients treated within less than two 
months of the onset of the disease the recovery rate was 
88.6 per cent; among those treated after more than 
two months only 55.4 per cent recovered. 

6. The recovery rate did not vary significantly with 
the sensitivity of the causative agent except when the 
latter was more than 50 times as resistant as the stand- 
ard Staphylococcus. There was no recovery in any 
of the six cases due to such resistant micro-organisms. 

7. The recovery rate was approximately twice as 
great for the cases in which the causative bacterial 
agent was isolated as for those with persistently nega- 
tive blood cultures. 

8. A fatal outcome in 50 cases was due to: (a) failure 
to institute treatment because of errors in diagnosis; 
(b) imadequate treatment or delay in adequate treat- 
ment in patients with extremely resistant causative 
micro-organisms, (c) delay in treatment because of 
delay in diagnosis and the consequent development of 
fatal complications. Delay in diagnosis and treatment 
was often due to failure to diagnose bacterial endo- 
carditis until a positive blood culture was obtained; 
in many cases the blood cultures were persistently 
negative. 
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9, Fatalities due to resistant organisms can be 
reduced by the prompt use of massive doses of peni- 
cillin (10 to 40 million units daily), supplemented with 
carinamide if necessary; by the use of other antibiotics, 
such as dihydrostreptomycin or aureomycin, and in 
some instances by simultaneous combinations of these 
antibiotics. 

10. Most of the fatalities can be eliminated by earlier 
diagnosis and treatment. This demands a revision of 
diagnostic criteria, with omission of most of the specific 
clinical features and especially of positive blood cultures 
as essential for the diagnosis of subacute bacterial 
endocarditis. 

11. A probable diagnosis sufficient to justify treat- 
ment should be made whenever there is unexplained 
fever for more than a week in a patient with an organic 
cardiac murmur. For 48 hours thereafter, blood cul- 
tures and other tests can be made and then treatment 
should be instituted while awaiting the report of the 
blood cultures or of the sensitivity of the causative 
micro-organism. 

12. The choice of antibiotics and their dosage are 
discussed. If the causative agent is isolated, its sensi- 
tivity should be determined and the antibiotic and 
dosage previously started should be modified accord- 
ingly. If blood cultures are negative initial treatment 
should begin with 2,400,000 units of penicillin daily. 
If this or higher doses do not produce a satisfactorily 
clinical effect, the dosage should be increased rapidly 
and progressively until a level of 25 units per cubic 
centimeter is attained. Thereafter penicillin in large 
doses should be combined with full doses of aureomycin 
or dihydrostreptomycin. 


1088 Park Avenue. 


ABSTRACT OF DISCUSSION 
On Papers By Drs. HuNTER AND FRIEDBERG 


Dr. Ernest Jawetz, M.D., San Francisco: The cure of 
subacute bacterial endocarditis consists essentially of two com- 
ponents: the cure of the active infection and the prevention 
of irreversible and progressive organic damage. The second of 
these aims can only be achieved by early and adequate treat- 
ment of the infection. Consequently, one cannot overemphasize 
the need for a high index of suspicion, when faced with any 
fever of unknown origin, and for insistence on a thorough 
immediate investigation of such patients stressing exhaustive 
blood cultures. Adequate therapy in this disease is largely 
contingent on the recovery of the causative organism and its 
evaluation in the laboratory. Only 5 to 10 per cent of cases 
fail to yield positive blood cultures in our hands. Once the 
causative organism is available, it should be tested for anti- 
biotic sensitivity, the results of which can guide therapy. The 
treatment of subacute bacterial endocarditis does not require 
emergency measures. One is ordinarily justified to wait a 
week or two until the results of blood cuitures and sensitivity 
tests are available, permitting a choice of the most effective 
antibiotic in an adequate dose rather than a haphazard guess. 
It must be stressed, however, that only the in vitro killing action 
of the antibiotic should be considered, not its inhibitory effect. 
It seems likely that the failure of sulfonamide therapy in sub- 
acute bacterial endocarditis and the success of penicillin is prob- 
ably based largely on the fact that the action of sulfonamides 
on bacteria is mainly bacteriostatic, whereas penicillin is rapidly 
bactericidal for streptococci of the viridans group. Entero- 
cocci are set apart from other streptococci by the fact that 
penicillin in vitro does not kill the entire exposed population 
but mainly inhibits it. This is paralleled by the clinical experi- 
ence that enterococcic endocarditis is not cured by penicillin 
therapy. It can be cured frequently by the simultaneous 
administration of penicillin and streptomycin. In the test tube 
these two antibiotics have a clearcut synergistic effect, result- 
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ing in an increased bactericidal rate as well as the killing of 
the entire enterococcic population. These experiments support 
the hypothesis that rapid bactericidal action is a prerequisite 
of a drug or mixture of drugs capable of curing subacute bac- 
terial endocarditis. The failure of such newer antibiotics as 
aureomycin to cure enterococcic endocarditis brings out the 
same point, since they are mainly bacteriostatic rather than 
bactericidal. The striking synergistic effect of penicillin and 
streptomycin might induce the widespread, indiscriminate use 
of mixtures of antibiotics. Caution must be stressed, however, 
since we have experimentally demonstrated antagonistic effects 
between some antibiotics. Until further evidence appears only 
antibiotic combinations of proved clinical efficacy should be 
employed. 

Dr. Wattace E. Herrett, Rochester, Minn.: This study 
by Dr. Hunter is most interesting and important. Drs. Heil- 
man, Wellman and I recently reported studies which attack this 
problem from another point of view. This has to do with the 
subject ef induced resistance to terramycin, aureomycin and 
chloramphenicol. When strains of Escherichia coli and Aero- 
bacter aerogenes were made resistant to terramycin, aureomycin 
or chloramphenicol, these strains regularly showed an increased 
resistance to all three of these antibiotics but not to strepto- 
mycin. Strains made resistant to streptomycin did not exhibit 
an increased resistance to the other three antibiotics. In fact, 
induction of resistance to terramycin, aureomycin or chloram- 
phenicol resulted in increased sensitivity to streptomycin. For 
example, on one occasion an organism was sensitive to 1.5 
micrograms of terramycin per milliliter and to 3.12 micrograms 
of streptomycin per milliliter.: Resistance was induced to the 
point where it required 100 micrograms of terramycin per 
milliliter to inhibit growth, and by this time it required only 
0.78 micrograms of streptomycin per milliliter to inhibit growth. 
Furthermore, an increase in resistance to streptomycin some- 
times was accompanied with an increase in sensitivity to terra- 
mycin, aureomycin or chloramphenicol. These data are consis- 
tent with the several reports of the favorable effect of the 
simultaneous use of aureomycin and streptomycin or terramycin 
and streptomycin in brucellosis as well as other infections. It 
is unlikely that combinations of terramycin and aureomycin or 
chloramphenicol or a substitution of one of these for the other 
in the presence of developing resistance will improve the results. 

Dr. THomas H. Hunter, St. Louis: It is clear that the 
treatment of infections with antibiotics is complicated. One 
cannot simply give two or three drugs and be sure that this 
constitutes optimal treatment. In fact, two drugs may be less 
effective in some circumstances than one alone. Second, I think 
it is important to decide in each individual infection whether 
therapy should be directed toward bacteriostasis or a bacteri- 
cidal effect. Last, I should like to emphasize that the ten day 
course of treatment of bacterial endocarditis mentioned in this 
report is not recommended for general use and is strictly on an 
experimental basis at the present time; with further trial it 
may prove adequate. 

Dr. Cuartes K. Friepserc, New York: The administration 
of a bactericidal drug in adequate dosage but for a short period 
of time is therapeutically ineffective. While occasionally cure 
may be accomplished by spontaneous healing alone or by an 
effective bactericidal drug used for a brief period, in the great 
majority of instances both the bactericidal agent and a pro- 
longed period of healing are required. The relatively high 
percentage of negative blood cultures in our series is similar to 
that reported in another large series of cases, namely, 17 per 
cent. The problem of negative blood cultures is especially 
important in determining the speed of diagnosis and treatment 
and the incidence of recovery. It applies not so much to large 
hospitals equipped with excellent laboratories and excellent 
technics as to the general physician who seldom has access to 
the kind of facilities which yield 85 to 90 per cent positive 
cultures. That is why it is important to diagnose the disease 
on the minimal criteria of a cardiac murmur and unexplained 
fever for one week, to make blood cultures and other indicated 
tests and to institute treatment on this basis alone. The delay 
in instituting treatment in the hospital because one is awaiting 
a positive blood culture or because of persistently negative blood 
cultures is rarely as important as the usual delay of two months 
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before the physician refers the patient to the hospital for 
diagnosis or treatment. I cannot agree that petechiae and 
splenomegaly are necessary to justify a clinical diagnosis. A 
dose of 2,000,000 units of penicillin daily is adequate in over 
95 per cent of the cases and is the initial dose if the causative 
organism has not been isolated. If the bacterial infection is due 
to the enterococcus or a gram-negative bacillus, it would soon 
become apparent from the lack of clinical response that there 
is need for a larger dosage of penicillin or for other antibiotics. 
With reference to the remarks on the need for combined anti- 
biotic therapy in the treatment of enterococcic (Streptococcus 
fecalis) endocarditis, I should like to call attention to several 
instances of cure with large doses of penicillin alone. Drs. 
Hein and Berg of this city have reported the cure of 2 such 
cases with penicillin alone, giving 12,000,000 and 20,000,000 units 
daily, respectively, for sixty days. 


DIAGNOSIS OF MULTIPLE OCULAR 
MUSCLE PARALYSES 


WILLIAM E. KREWSON 3d, M.D. 
Philadelphia 


The diagnosis of paralysis of a single ocular muscle 
on occasion may be difficult, especially if the condition 
has existed for some time and compensatory changes 
in other muscles have occurred. When more than one 
muscle in the same eye is paralytic, a much more diffi- 
cult task is encountered, and if one or more muscles in 
each eye are paralyzed, the diagnostic picture can be 
most confusing and wholly unintelligible. Not only 
may more than one muscle be paralyzed, but all degrees 
of paresis of these muscles may be found, together with 
other complications such as innervational overaction 
and underaction, spasm, contractures and fibrosis of 
other muscles not involved primarily. Moreover, the 
patient may fix in primary or secondary deviation or 
may vary fixation in different deviations of gaze. It 
can be safely said that only those who have had the 
experience are aware of the difficulties that sometimes 
attend the analysis of ocular muscle paralysis. 

Numerous possibilities exist as to the combinations 
in which the ocular muscles may be found in multiple 
paralyses. Although these theoretical combinations 
may number in the hundreds, it is fortunate that in most 
cases of multiple paralyses the offending muscles are 
usually in groups, associated in some way, one with the 
other, on a common basis of anatomy, position or 
function. 

Some of the difficulties in diagnosis will be pointed 
out, and a few of the multiple paralyses commonly 
encountered will be listed. This discussion is confined 
to the physically diagnostic phenomena met with in 
multiple paralyses of the nonconcomitant type. No 
attempt will be made to classify the paralysis as to 
etiologic basis or site of the causative lesion; no differ- 
entiation is included between supranuclear, nuclear and 
infranuclear paralyses. 


DIAGNOSTIC PROCEDURES 
Of the diagnostic methods at one’s disposal, probably 
the following are the most useful: Studies with the 
Maddox rod or Maddox wing and the phorometer ; the 
screen or cover test and its modification, the screen 
comitance test; rotations or ductions; versions, and 
diplopia fields, determined with a red glass or by means 
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of the Lancaster red-green test or the Hess screen. 
Measurements of torsion, past pointing and head tilting 
may be helpful at times. Photographs are often most 
useful. 

Maddox Rod.—The Maddox rod test needs no com- 
ment, except to point out that its use does not immedi- 
ately and completely suspend fusion; hence, variations 
in the amount of deviation will be found with its use in 
the same patient at different times; it does not produce 
complete relaxation of the compensatory mechanism 
causing increased tonus in the yolk muscle of the non- 
paralytic eye. Its use is confusing in cases of latent or 
periodic nonconcomitant squint. The often neglected 
procedure of using the rod first before one eye.and then 
the other would probably reveal more undiscovered 
cases of bilateral vertical paralyses. 

Screen Test—The screen or cover test probably is 
the most helpful single test in one’s armamentarium in 
the diagnosis of multiple paralyses. It measures more 
nearly the total deviation than do tests with dissimilar 
images (Maddox rod, for example). Its modification, 
the screen comitance test, is unparalleled in revealing 
the primary paralysis and is especially helpful in mea- 
suring the small secondary deviations sometimes 
encountered in complete paralyses, as well as secondary 
contractures. When used at various distances, it aids 
in the diagnosis of convergence weakness and spasm 
and of divergence excess and insufficiency. The screen 
test cannot be used when eccentric fixation prevails or 
in the presence of a central scotoma or suppression. 

Test of Ductions.—Ductions, also called rotations or 
monocular fields of fixation, when plotted, are a graphic 
aid in diagnosis. A lag in any direction of rotation is 
presumptive evidence of paresis, and an overshooting 
in the opposite direction is suggestive of spasm of its 
direct antagonist. Limitation of excursion in more 
than one cardinal direction is experienced when more 
than one muscle is paralyzed; such a combination, 
especially if accompanied with overshooting of more 
than one antagonist, can produce a most bizarre field 
of rotation, and each of the four cardinal directions 
involved must be analyzed separately. Unfortunately, 
this form of study is of little help in diagnosis of paretic 
muscles which are capable of rotating the eye to its 
full anatomic limit of motion. 

Test of Versions —The study of versions, of conju- 
gate movement in both eyes, is more reliable and will 
uncover smaller amounts of paresis than the test of 
ductions. It measures the response in each eye to simul- 
taneous, equal and bilateral innervations. Differences 
in response indicate paresis or spasm, depending on 
which eye is fixing. The results, when recorded or 
plotted, are of diagnostic help in multiple paralyses, 
especially when there are small differences in movement 
of the two eyes. Moreover, these small differences 
in versions of cardinal directions can sometimes be 
seen more easily by Bielschowsky’s method of turning 
the head and keeping the eyes straight ahead. The 
version test can be used in the presence of amblyopia 
but only when central fixation exists. The cover test 
might be said to be a variation of this method. Good 
photographs of the eyes in the primary position and the 
six cardinal directions are useful for critical analysis 
of any case; they constitute a permanent visual record 
of the versions and permit the observer to give search- 
ing study at any delayed period. 
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Test of Diplopia Fields—Diplopia, although not 
always present as a subjective symptom, is of greatest 
help when elicited and studied objectively. Perhaps 
the greatest single error in interpreting diplopia fields 
is the reliance on the textbook pictures of the distur- 
bance. If this is true in the case of an isolated muscle 
paralysis, it is certainly an important factor in the pres- 
ence of multiple paralyses. The presence of a preexist- 
ing phoria or latent deviation may modify considerably 
the resulting diplopia after paralysis, when this is not 
known, as is usual. The final picture can be most 
confusing, although Lancaster’s test may permit the 
detection of a modifying phoria. In all cases of multiple 
paralyses, the diplopia produced’ by one muscle will 
alter that due to another. Therefore each untypical 
feature in a diplopia field must be analyzed separately. 
The red glass test is probably most universally used; 
it is simple but requires “reversal” in its interpretation, 
is not easy to use with children and cannot be used with 
a subject having a central scotoma. If the glass is 
too dark, dissociation diplopia becomes an added factor. 
Since diplopia varies with primary and secondary devia- 
tion, the red glass diplopia test is never complete unless 
used before each eye, a fact not generally appreciated. 
Another confusing item is the plotting of diplopia fields 
with the red glass test, some observers plotting their 
results by the physiologic and others by the anatomic 
method, each being the mirror image of the other. The 
Lancaster red-green test, actually a modification of the 
cover test, is simple, has the advantage of direct reading, 
indicates primary and secondary deviation, underaction 
and overaction, as well as torsion; it can be used 
readily by children. In my opinion the Lancaster test 
is of the utmost help in cases of multiple paralyses. 
The Hess screen has the advantages of Lancaster’s 
method but is more difficult of interpretation. Paradoxi- 
cal diplopia, a disturbance in both the upper and lower 
fields of a superior rectus paralysis in the presence of 
a positive angle kappa, must not be confused with 
simultaneous paralyses of both vertical rectus muscles. 

Past Pointing—The measurement of past pointing, 
although theoretically useful, is of little practical help 
when more than one muscle is paralyzed. The same 
may be said for a study of torsion. It is important 
to remember that an oblique image does not always 
belong to the paralytic eye, since this is affected by 
ocular dominance. The presence of torsion probably 
can best be interpreted as indicating that at least one of 
the oblique muscles is involved. 

Head Tilting—Head tilting is peculiarly character- 
istic of paresis of each of the vertically acting muscles, 
especially the obliques, but when more than one muscle 
is involved simultaneously, as Bielschowsky has pointed 
out, the patient chooses a position allowing binocular 
single vision with the greatest relief to the paralyzed 
muscles. In multiple paralyses, therefore, head tilting 
is usually of little practical diagnostic value. 


DIFFICULTIES IN DIAGNOSIS 

In addition to the lack uf specific diagnostic pro- 
cedures for multiple paralyses, other difficulties are 
frequently encountered with such cases. Immediately 
after paralysis is acquired all the characteristic symp- 
toms and signs may be present, such as diplopia, limi- 
tation of motion, primary and secondary deviation, 
false orientation and the subjective sensations of vertigo 
and dizziness. As the paralytic condition continues, 
the original picture becomes modified ; diplopia becomes 
less obtrusive, compensatory head tilting becomes 
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apparent, fixation may change and unopposed or 
innervational overacting muscles may become spastic 
and undergo contraction with fibrosis. The original 
nonconcomitant strabismus gradually takes on the 
characteristics of a concomitant disturbance. The com- 
plexity of this transition is multiplied by the simul- 
taneous paralysis of two or more muscles. 

Congenital Paralyses—Congenital paralyses or those 
occurring before the binocular reflexes have become 
firmly established are not accompanied with symptom- 
atic diplopia, although this usually can be elicited when 
testing. Frequently, in patients with congenital paraly- 
ses ocular torticollis develops at about the age of 2 
years, especially when a superior oblique muscle is 
paretic. The time of onset of various signs and symp- 
toms, therefore, can be helpful in establishing a pre- 
sumptive diagnosis. 

Ocular Deviation—Ocular deviation is an exceed- 
ingly deceptive characteristic of ocular paralysis. It 
varies immensely and often without proportion to the 
degree of paresis, depending on the individual tonus of 
the muscle and the site of the lesion. In a recent case 
of isolated paralysis fixation with the paralytic eye is 
uncertain and the nonparalytic eye usually fixes; later, 
fixation may change to the paretic eye. The early 
type, a lesser deviation of the paralytic eye, is so-called 
primary deviation.and the later, a greater deviation 
of the nonparalytic eye, is secondary deviation. This 
state prevails in the paralysis of one muscle in one eye 
and usually, but not always, in the paralysis of two or 
more muscles in the same eye. Generally speaking, 
patients with multiple paralyses involving one eye will 
fix with the nonparalytic eye if the condition is of 
acquired origin but with the paretic eye if it is congenital 
in nature. However, if paralyses are bilateral, of either 
congenital or acquired origin, secondary deviation is 
not greater than primary; i. e., the patient must fix 
with one eye or the other, and both are paralytic. 
Furthermore, it must be remembered that regardless of 
the number and location of paralyzed muscles, the 
choice of the fixating eye may vary for any of the six 
cardinal fields of rotation and for change from distance 
to near. 

Overaction—Overaction of a muscle, a frequent 
accompaniment of paralysis, is often a most confusing 
element in diagnosis. Its presence in the case of an 
isolated paralysis may cause multiple paralyses to be 
suspected; its existence in multiple paralyses may 
cause total obscurity. Overaction is most frequently 
observed in the vertically acting muscles and may 
be due to either an excessive stimulation of a nor- 
mal yoke muscle in the nonparetic eye or the unop- 
posed, frequently spastic, action of the direct antagonist 
in the paralytic eye. If the excessive movement 
is bilateral and equal, the overaction may be normal 
(as in the case of normal, bilateral, overacting infe- 
rior oblique muscles on inward rotation), but more 
likely the original and preexisting paralyses have 
recovered, while the overaction has become habitual. 
If the overaction is bilateral and unequal, it is usually 
the result of a pathologic condition (as in bilateral, 
unequal, overacting inferior oblique muscles in the 
presence of either bilateral superior rectus or bilateral 
superior oblique paralyses). 

The sequela of overaction is spasm, and this, in old 
cases, inevitably results in contracture and often in 
actual fibrosis of a muscle. Spasm, seldom primary, 
is usually secondary to paralysis, as in the case of 
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overaction mentioned above. However, spasm and 
especially fibrosis may produce the effect of an appar- 
ent paralysis in the opposing muscle of the same eye 
although none exists, and the combination of paralysis 
and spasm together may simulate multiple paralyses. 
In a comparison of the relative movement of the two 
eyes, the effect on deviation and diplopia in paralysis 
of a muscle of one eye is the same as spasm and its 
yoke muscle of the other eye. It is often difficult, 
therefore, to differentiate between paralysis in one eye 
and spasm in the other. Moreover, the presence of 
contractures in longstanding cases of paralysis obscures 
the incomitance of the original deviation. The spastic 
origin of such concomitant defects is thought to be ruled 
out by the measurement of the fusional amplitude. But, 
because this tendency to comitance does develop, diffi- 
culty is encountered particularly with pairs of vertically 
acting muscles having the same lateral deviation ; it may 
be impossible to differentiate between paralysis of the 
superior oblique of one eye and the superior rectus of 
the opposite or the inferior oblique of one eye and the 
inferior rectus of the other. In such predicaments, 
Bielschowsky’s head-tilt test apparently is the only 
method available for differentiation. One other effect 
is noteworthy, namely, that in accordance with Sher- 
rington’s law of reciprocal and equal innervation of the 
yoke muscles, in muscle spasm primary deviation is 
greater than secondary deviation; this is the reverse 
of the situation found in paralysis and will lead to faulty 
diagnosis, if not appreciated. Spasm sometimes may 
be brought out by prisms, and contractures usually can 
be detected by O’Connor’s traction test. Contractures 
at times are responsible for perverted ocular move- 
ments; that is, when an attempt is made to move the 
eye in the direction of a paralyzed muscle, the contrac- 
ture prohibits this movement and the result is move- 
ment in another direction (as in Duane’s syndrome). 
Also, behavior thought due to fibrosis is sometimes dis- 
covered on operation to be caused by abnormal fascial 
check ligaments or by adhesions resulting from previ- 
ous muscle surgery. 

Underaction—Underaction of a muscle is the sub- 
ject of great controversy. Although the physiologic 
opposite of overaction, it has similar confusing diag- 
nostic characteristics. Its detection is most necessary 
when, in the presence of a paralytic, vertically acting 
muscle, fixation occurs with the paralytic eye. In such 
incidences innervational understimulation, so-called 
inhibitional palsy, results in the contralateral yoke mus- 
cle of the nonparalytic eye. Because of this feature, as 
mentioned previously, distinction is difficult between 
paralysis of the superior oblique and superior rectus 
muscles in opposite eyes or between paralysis of an 
inferior oblique and the contralateral inferior rectus. 
In symmetric paralyses, for the same reason, bilateral 
superior rectus paralyses can be confused with bilateral 
superior oblique paralyses, and other combinations in 
similar fashion. 

Other Confusing Factors in Diagnosis—The com- 
bined presence of a paralysis and a nonparalytic or 
concomitant deviation, either latent or manifest, can also 
lead to considerable uncertainty in analysis. In this 
state, fortunately rare, the crossed or uncrossed diplopia 
of paralytic vertical muscles may be reversed and the 
deviation due to paralysis may be obscured, while that 
due to the concomitant defect remains constant. Like- 
wise, slight paresis of a lateral muscle may be overcome 
by strong fusion and readily overlooked, but not so in 
the case of slight vertical paresis. The reverse is also 
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true, for a concomitant vertical disturbance, especially 
concomitant vertical divergence, may simulate and be 
mistaken for a vertical paresis. Moreover, vertical 
imbalance is an active factor in producing convergent 
and divergent stimulation; when both vertical and 
lateral imbalance exist together, it may be necessary 
to correct one deviation (usually the vertical) by 
surgical means before the true nature of the other can 
be determined. 

Attention is called to two other circumstances which, 
if overlooked, can lead to embarrassment. One is the 
fact that in myasthenia gravis the patient will exhibit 
little consistency either in amount of paresis or identity 
of the muscle or muscles involved when examined at 
intervals over a period of several months. If the nature 
of the disease is not appreciated, such variability in mus- 
cle phenomena may result in diagnostic disaster. The 
other commonly unnoticed abnormality is that of double 
hypertropia, often due to bilateral paralyses. Since it 
is the routine of many examiners to use the Maddox 
rod before only one eye, instead of before each eye in 
turn, this easily recognized situation is frequently 
undetected. 

Ptosis—The levator muscles of the upper lids and 
the extraocular muscles, although not generally regarded 
as being of the same group, have much in common, 
both anatomically and functionally. Although levator 
paralysis occurs both unilaterally and bilaterally, either 
form may accompany any unilateral or bilateral paraly- 
ses of any muscle or muscles supplied by the third nerve. 
It is probably most frequently found with paralyses of 
the superior rectus (and the detection of this association 
is most important in choosing the appropriate surgi- 
cal correction). Like ocular paralyses, ptosis can be 
of congenital or acquired origin, the former usually 
being bilateral. It must be remembered that ptosis can 
be caused also by cervical and sympathetic paralysis; 
this must be differentiated from levator paralysis, a 
distinction which is sometimes difficult in bilateral 
cases. Moreover, ptosis can be produced by contraction 
of the orbicularis in cases of incomplete third nerve 
ophthalmoplegia in which the levator is spared, and this 
form of ptosis is present also, but to a lesser extent, 
in combined paralyses of the third and seventh nerves. 
Differentiation must also be made between ptosis of 
one lid and levator spasm of the other; a widened 
palpebral fissure can also be observed in seventh nerve 
paralysis. 

Multiple Paralyses Groups——Some of the commoner 
multiple paralyses are grouped for convenience in diag- 
nosis. No attempt is made to include all possible combi- 
nations of paralyses and overactions; many of the 
former are accompanied with involvement of other 
cranial or peripheral nerves and constitute various 
neurologic syndromes : 

Multiple Paralyses Involving One Eye 

1. Third nerve, total: All muscles supplied by the third 
nerve. 

2. Third nerve, subtotal: Any combination, such as (a) 
levator and superior rectus, (b) levator and inferior oblique, 
(c) inferior rectus and inferior oblique and (d) both vertical 
rectus muscles. 

3. Both elevators: Superior rectus and inferior oblique 
muscles. 

4. Both depressors: Inferior rectus and superior oblique 
muscles. 

5. Both oblique muscles: Superior and inferior oblique 
muscles. 
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6. Internuclear dissociation: External rectus and any of the 
muscles supplied by the homolateral third nerve, such as (a) 
external rectus and levator muscles or (b) external rectus and 
inferior oblique muscles. 

7. Both horizontally acting recti: 
rectus muscles. 

8. Total ophthalmoplegia: All muscles of one eye. 


External and internal 


Multiple Paralyses Involving Both Eyes 

1. Bilateral third nerve, total: -All muscles supplied by 
third nerves of both eyes. 

2. Bilateral third nerve, subtotal: Symmetrical, such as 
(a) bilateral ‘levator muscles, (b) bilateral superior rectus 
muscles, (c) levator and/or superior rectus muscles of one eye 
with either or both similar muscles in the opposite eye, (d) 


bilateral internal rectus muscles or (e) bilateral inferior rectus ‘ 


muscles. Asymmetrical, any combination such as (a) superior 
rectus muscle and opposite internal rectus muscle or (b) superior 
rectus muscle and opposite inferior rectus muscle. 

3. Bilateral external rectus muscles. 

4. Bilateral superior oblique muscles. 

5. Internuclear dissociation: External rectus muscle and any 
muscle supplied by third nerve of the opposite eye, such as 
external rectus muscle and opposite inferior rectus muscle. 

6. Bilateral horizontally acting recti: External and internal 
muscles of each eye (Mobius’ syndrome). 


Many other anomalies of ocular movement may 
simulate multiple paralyses, examples of which might 
include internal ophthalmoplegia, supranuclear and 
internuclear paralyses, Duane’s syndrome, strabismus 
fixus, the Marcus-Gunn and _ pseudo-Graeffe phe- 
nomena. Also, between the many abnormalities of 
associated reflexes and multiple paralyses it is often 
difficult to draw a line of distinction. 

In conclusion it may be said that the existence of 
multiple ocular paralyses can and usually does present 
many difficulties and that ‘there is no clearcut, simple 
method of diagnosing such a state. Only by careful 
and sometimes painstaking analysis can the true nature 
of the disturbance be discerned. The more nearly one 
evaluates the subjective and objective elements which 
may be uncovered in these complicated cases, the 
greater will be the percentage of diagnostic succcess. 


SUMMARY 

1. The usual diagnostic methods are reviewed with 
relation to multiple ocular muscle paralyses. 

2. Some difficulties and confusing factors found in 
the presence of multiple paralyses are discussed briefly. 

3. The more commonly encountered multiple ocular 
paralyses are listed. 
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ABSTRACT OF DISCUSSION 
Dr. Georce S. Campion, San Francisco: Of the many 
tests outlined by Dr. Krewson two need more emphasis: first, 


the absolute necessity for using the Maddox rod on each eye so 
that fixation is alternate; second, covering and uncovering 
a single eye and observing this eye under occlusion and also 
at the moment occlusion is removed, the other eye maintaining 
steady fixation. The tests are similar in that the examiner 
has control over which eye is to fixate. The Maddox rod test 
will establish and measure three separate anomalies—tropia, 
phoria and innervational deviation—but will not differentiate 
them. The monocular cover—uncover test will serve to differ- 
entiate a tropia from a phoria or innervational anomaly. The 
darkening wedge test may be added to the latter as a final 
differentiating point. The diagnosis of multiple palsies in the 
very young is difficult only because the diagnostic tests are 
difficult to perform. To facilitate fixation in a patient in the 
2% to 5 year age group, the examiner tells the child to fix a 
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light or other target and then starts to count—l, 2, 3 and 
so on to 10 or 15. A child in this age group is seemingly 
hypnotized by the counting technic, and more careful observa- 
tions may be made. A warning must be sounded in the diagnosis 
of multiple palsies to eliminate the possibility of overlooking 
a progressive disease. This also applies to single muscle 
paralyses in the older age group. A man aged 35 underwent 
surgical operation to correct a superior rectus palsy of one 
yéar’s duration. The patient had no other evident physical 
abnormalities, and the result was good. Two years later the 
patient exhibited full-blown neurofibromatosis (von Reckling- 
hausen’s disease) with pigmentation of the skin, fibrous skin 
tumors and tumors along the course of nerves. The initial 
detectable lesion was apparently in the right orbit. The most 
commonly observed of the multiple paralyses are those in which 
a convergent squint, seemingly concomitant, is complicated by a 
vertical deviation. It is only by employing all the tests outlined 
by Dr. Krewson that one is able to differentiate the four 
types of vertical imbalance which so often complicate a lateral 
tropia. 


REFLEX SYMPATHETIC DYSTROPHY OF THE 
UPPER EXTREMITY (HAND-SHOULDER 
SYNDROME) 


THEODORE B. BAYLES, M.D. 
WALTER E. JUDSON, M.D. 
and 
THEODORE A. POTTER, M.D. 
Boston 


Recently, evidence for considering the hand-shoulder 
syndrome as a reflex sympathetic dystrophy was pre- 
sented, and an excellent review on this subject with a 
summary of the literature was published by Stein- 
brocker and co-workers.’ Nevertheless, there have 
appeared numerous and varied clinical classifications of 
this phenomenon in the medical literature which have 
provoked not only confusion but failure to understand 
the fundamental neurovascular mechanisms involved. 
The inability to appreciate the important concept that 
a variety of stimuli, such as pain from the heart, viscera, 
blood vessels or musculoskeletal system may produce 
similar reflex disturbances and reflect the same pattern 
of response is predominantly responsible for the lack 
of agreement of different authors. Furthermore, it 
should be emphasized that the inability either to observe 
or to obtain a history of antecedent injury does not 
justify more elaborate differentiation of this phe- 
nomenon, With these preliminary remarks it seems 
reasonable to point out that the neurovascular response 
is unaltered by the kind or degree, or the anatomic 
location of the stimulus. Thus, it is the purpose of this 
paper to present material on several cases which illus- 
trate the concept of this reflex sympathetic dystrophy 
and which present common clinical findings resulting 
from viscerosensory pain arising in different areas of 
the body. 

The ability of major trauma to initiate reflex sympa- 
thetic dystrophy in the extremities has been well recog- 
nized for many decades. In 1864, during the Civil 
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War, S. Weir Mitchell and co-workers? published vessels. De Takats,° Homans and, more recently, 


important observations accurately describing these 
causalgic states in soldiers with gunshot wounds of 
major nerve trunks and blood vessels. As Smithwick * 
has stressed, causalgia should be differentiated from 
various post-traumatic conditions which are not associ- 


Shumacker * and several other authors,’ who had access 
to a large number of cases of causalgia resulting from 
nerve injuries in World War II, made valuable contri- 
butions to the understanding of these reflex sympathetic 
dystrophies. Three stages of this condition have been 


Clinical and Clinicopathologic Observations of Seventeen Patients 


Cardiae Group 


Patient Age Sex Antecedent History Location Pain Heat Swelling Cyanosis Paresthesia 
J.K 53 M Angina pectoris 3 years; myocardial Hands ++++ Cool ++4+4+ ++++ +++ 
infarction 4 months previously * 
aaa F Angina pectoris 3 years; myocardial Hands +++4+ +++ +++ oP + 
infaretion 4 months previously 
L. F. 72 M Myocardial infarction 1 month Hands ++++ ++ +++ + + 
previously 
N. O. 73 F Angina pectoris and dyspnea on exer- Hands ++ ++ + 0 0 
tion several years; myocardial infare- 
tion 1 month previously 
RS 54 M Acute myocardial infarction 18 months Hands ++ aoe ++ 0 0 
previously; subsequently, had angina 
pectoris and congestive heart failure 
H. E. 61 M Acute myocardial infarction with con- Shoulders a 0 0 0 0 
gestive heart failure 6 months pre- Right hand oe > a 0 0 
viously 
Visceral Group 
M.C 66 F Episodes of “indigestion”; tight grip- Hands +++ ++ ++ 0 0 
ping pains in epigastrium unrelated Shoulders + 0 0 0 0 
to exertion or intake of foods 2 
months previously; upper gastroin- 
testinal series and cholecystogram 
showed no abnormalities 
Ga. € 56 F Recurrent attacks of sharp pains in Hands ++++ +++ ++ + 0 
epigastrium associated with short- 
ness of breath and smothering sensa- 
tion 3 months previously 
Cc. G. 73 PF Episodes of anorexia, nausea and Hands ++4++ Cd ttt ae ++ 
vomiting and upper abdominal dis- . 
tention for several years; epigastric 
distress, nausea and vomiting with 
severe abdominal distention 3 days, 
followed by acute onset of painful 
swelling of both hands 
Musculoskeletal 
E. H. 68 FP Pain, swelling and limited motion of Right shoulder, ++ 0 0 0 0 
right shoulder for 3 years: sudden right hand ++++ +++ ++++ + ++ 
onset of musculoskeletal symptoms 8 
months previously 
af. 75 F Pain and swelling in multiple joints 1 Hands ++ + 0 0 os 
year previously Shoulders + 0 0 0 0 
4.M 40 F Severe pain in left shoulder 3 weeks Right shoulder, toe 0 0 0 0 
previously; bursitis both hands ++++ +++ ++ 0 + 
M. O'C. 56 F Attack of migratory polyarthritis 1 Left hand ++++ +++ ++++ ++ 
year previously; slicht pain and dis- 
ability in both knees, wrists and left 
hand 2 months previously 
E.8 78 F Excruciating pain in both shoulders 6 Shoulders and + + + 0 0 
weeks previously left hand tet +++ aes ++ ++ 
M. D 70 F During severe attack of brenchial Right hand ++++ ++++ ++++ + a+ 
asthma slept in semiupright position 
leaning against right arm 1 day pre- 
viously 
M. ©. 69 F Discomfort in right shoulder 4 months Right hand, ++++ +++ ++++ ++ ++ 
previously right shoulder + 0 0 0 0 
Cerebral Lesions 
M.S 54 F Hemiplegia, left, embolic from rheu- Left hand, +++ ++ +++ ++ 0 
mutie heart disease with auricular left shoulder a 0 0 0 0 


——_ fibrillation 6 weeks previously 
* Dr. John Homans concurred in the diagnosis. 


ated with penetrating wounds and lesions of the periph- 
eral nerves. Homans‘ first suggested that the term 
minor causalgia be used to describe the symptoms 
resulting from less severe injuries which seemed to 
have minimal relation to trauma of any nerves or blood 
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emphasized as characteristic in the progression of this 
syndrome. The initial stage (fig. 1) generally begins 
with severe, constant, burning pain; diffuse swelling 
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6. Shumacker, H. B., Jr.: Causalgia: II. Signs and Symptoms, with 
Particular Reference to Vasomotor Disturbances, Surg., Gynec. & Obst. 
86: 452, 1948. 

7. Mayfield, F. H., and Devine, J. W.: Causalgia, Surg., Gynec. & 
Obst. 80: 631, 1945. Kirklin, J. W.; Chenoweth, A. I., and Murphey, F.: 
Causalgia: Review of Its Characteristics, Diagnosis and Treatment, 
Surgery 21:321, 1947, 
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of the distal part of the limb, and spasm of the muscles. 
Touching, jarring or stroking the extremity aggravates 
the pain, but in one case in our group submerging the 
hand in the icy brine in a freezing unit of a refrigerator 
provided almost complete relief. The extremity is 
usually warm, red and dry but may be cold, purple and 


with Reflex Sympathetic Dystrophy of the Upper Extremity 
Electrocardiographie 
Observations 


Anteroseptal myocardial 
infarction, old 


Sedimentation 


Roentgenogram Rate 


Moderate soft 
tissue swelling; 
osteoporosis 

Osteoporosis 


0.35 mm./min. 


Myocardial infarction 


Abnormal forms of ven- 
tricular complexes; left 
ventricular hypertrophy 
Abnormal forms of ven- 
tricular complexes; vary- 
ing P-R interval, T wave 
contours indicative of 
coronary artery disease 
Abnormal forms of ven- 
tricular complex, left 
bundle branch block 
Anteroseptal myocardial 


Moderate soft 20 mm./hr. 
tissue swelling; 
osteoporosis 


Osteoporosis 20 mm./hr. 


Osteoporosis 1.25 mm./min. 


Osteoporosis, 0.27 mm./min. 

right hand infarction, old 
Normal 0.35 mm./min. Normal 
Osteoporosis 9 mm./hr. Normal 
Marked soft 0.85 mm./min. Normal 

tissue swelling; 

osteoporosis 

(Sudeck's 

atrophy) 
Osteoporosis, 0.25 mm./min. Normal 


right hand 
(Sudeck’s 
atrophy) 

(2 years later) 
Consistent with 
rheumatoid 
arthritis 


Left ventricular 
preponderance 


0.7 mm./min. 


Osteoporosis 0.25 mm./min. Normal 
(Sudeck’s 
atrophy) 

Marked bony 
atrophy and 
osteoporosis, 
left hand; 
other joints 
normal 

Moderate soft 
tissue swelling; 
osteoporosis, 
mild 

Extensive 
osteoporosis 
(Sudeck’s 
atrophy) 


0.15 mm./min. Normal 


1.55 mm./min. Normal 


20 mm./hr. Normal 


Extensive 6 mm./hr. Normal 


osteoporosis 
right hand only 


Auricular fibrillation; left 


21 mm./hr. 
ventricular hypertrophy 


Osteoporosis 


sweating. The symptoms at this stage may either 
abate spontaneously and resolve in several weeks, or 
the process may continue into the second stage, in 
which the tissues show evidence of increasing fibrosis 
and stiffness, muscle atrophy, flexion deformities of the 
joints, decalcification (Sudeck’s atrophy) of the bones 
in the area of dystrophy and a decrease in the edema of 
the tissues. The pain continues to be diffuse with no 
segmental distribution, although it is commonly most 
severe in the region of the sensory distribution of the 
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nerve injury. The third stage (fig. 2), characterized 
by unilateral reflex sympathetic dystrophy, represents 
an increase in the atrophic changes in flexion con- 
tractures of the various structures involved, with the 
pain remaining intractable and intense and resistant 
to most forms of therapy. 


Comment and Subsequent Course 


“Minor causalgia’’*; no specific treatment; residual fibrosis of subcutaneous 


tissues and palmar fascia with moderate fiexion contractures of all 


fingers 


No specific treatment; residual fibrosis of subcutaneous tissues and palmar 


fascia with flexion contractures of all the fingers; angina decubitus and 
congestive heart failure persisted 

atient continued to have mild angina pectoris; on no specific therapy 
symptoms gradually subsided; mild residual thickening of subcutaneous 
tissues and palmar fascia with minimal contractures of all the fingers 
no specific treatment painless fibrosis of subcutaneous tissues and 
palmar fascia occurred with flexion contractures of fourth and fifth 
fingers of both hands 


Painless, permanent, fibrous palmar fibrosis occurred with flexion contrac- 


tures of the fourth and fifth fingers of both hands 


Right stellate ganglon block resulted in partial relief of symptoms and 


ability to close fist: residual thickening of the subcutaneous tissues and 
palmar fascia with flexion contractures of the fourth and fifth fingers of 
right hand 


Patient was seen in third stage of syndrome with residual fibrosis of sub- 


cutaneous tissues and palmar fascia with fiexion contractures of the 
fourth and fifth fingers of both hands; no history of trauma or cardiac 
disease 


Patient was seen in thifd stage of syndrome; had severe pain along the 


ulnar aspect of both hands; residual thickening of palmar fascia with 
flexion contractures of fourth and fifth fingers; periarterial brachial pro- 
eaine block, left, resulted in no relief of symptoms 

studies revealed delayed gastric emptying with 60% retention 
after 5 hours; cholecystogram was negative; for several months patient 
had painful, warm, diffusely swollen hands followed by residual fibrosis 
and induration of palmar fascia with flexion contractures of all fingers 
of both hands 


Residual, painless fibrosis of the palmar fascia with flexion contractures of 


all fingers of the right hand 


Although joint manifestations were consistent with diagnosis of rheuma- 


toid arthritis, evidence of causalgia-like nature was sugeested by the 
history and the presence of thickening induration and contracture of the 
palmar subcutaneous tissue and fascia with limitation of extension of 
the fourth and fifth fingers of both hands 


Initially, subacromial bursitis was present: subsequently, severe residual 


fibrosis of subcutaneous tissyes and palmar fascia with rigid flexion con- 
tractures of the fingers of both hands 

history typical for rheumatoid arthritis with mieratory poly- 
arthritis; yet the neurovascular symptoms with the residual thickening 
and induration of the palmar fascia with moderate flexion contractures 
of all fingers of the left hand indicated a minor causalgia; right hand 
was normal 


Stellate ganglionic block, left, produced relief from excruciating, burning 


pain; trigger point for pain cisappearing; swelling slowly subsided with 
ability to close hand; residual thickening and induration of palmar 
fascia with minimal flexion contractures of all fingers of the left hand 


Local periarterial infiltration of the brachial artery with procaine, wh'ch 


effected pinkening of the hand and some diminution of vain: a stellate 
ganglionic block produced almost immediate relief of pain, and pat‘ent 
was able to use hands for first time in many months; slicht residual 
fibrotic thickening of palmar fascia in the base of the fourth and fifth 
metacarnophalangeal joints persists 


Right stellate ganglion block by procaine was effective in producing a 


permanent and comp'ete relief from pain; edema and numbness of right 
hand subsided over the next 2 weeks 


of reflex sympathetic dystrophy of left hand secondary to 
thalamic injury was made, and a successful left stellate ganglion block 
by procaine produced improvement of pain in arm and shoulder with 
return of minimal movements of fingers 


The mechanisms of the hand-shoulder syndrome, if 
one assumes that the latter is a manifestation of a reflex 
sympathetic dystrophy, remain somewhat obscure. They 
can be best explained by the concept advanced by 
Lorente de No ® and are further developed by Living- 
ston.® It is postulated that there is a vicious, continuous 


8. Lorente de No, R.: Analysis of Activity of Chains of Inter- 
nuncial Neurons, J, Neurophysiol. 1: 207, 1938. 

9. Livingston, W. K.: Pain Mechanisms: A Physiologic Interpreta- 
tion of Causalgia and Its Related States, New York, The Macmillan 
Company, 1943. 
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agitation of pain impulses originating from localized 
tissue disturbances, which spread through the “inter- 
nuncial pool” of neurons in the spinal cord. This 
excessive agitation results in a constant overstimulation 
and activity across the synapses. As the neurons of 
the lateral horn are involved, there is dysfunction of 





Fig. 1.—Rilateral reflex sympathetic dystrophy, acute or first stage, 
showing diffuse edema of the hands, which were very painful and 
relatively fixed in flexion. 


the vasomotor tone and sweat glands, and, with the 
extension of the stimuli to the synapses of the anterior 
horn cells, muscle spasm is produced, which further 
augments the pain impulses. This series of reactions 
results in the perpetuation of the cycle, which has been 
so aptly referred to as the “vicious circle” phenomenon. 

We have adopted the anatomic concept of trans- 
mission of visceral pain as elucidated by White and 
Smithwick."° Unlike the peripheral motor autonomic 
nerves, which are interrupted in the sympathetic 
ganglions and separated into preganglionic and post- 
ganglionic neurons, visceral afferent fibers, like the 
fibers that carry somatic pain, pass directly into the 
spinal cord by way of the posterior roots. Their cells 
are fovnd in the gray matter of the posterior root, and 
their axons travel across the anterior commissure to 
ascend in the spinothalamic tract on the opposite side 
and possibly enter the tracts of Lissauer, ultimately 
conveying impulses to the thalamus. The peripheral 
fibers course through the posterior roots and the white 
ramus communicans, their axons establishing direct con- 
nections with the peripheral plexuses of visceral nerves. 
Proof that the visceral afferent neurons do not differ 
essentially from the afferent neurons in the somatic 
system is given by the similarity of their anatomic 
relations, histologic characteristics and their reactions to 
electric stimuli. These observations support the experi- 
ments of Lewis and Kellgren '' that indicate a common 
pathway for the conduction of painful stimuli from 
visceral or ligamentous structures. With the injection 
of hypertonic sodium chloride solution into the inter- 
spinous ligaments in the upper thoracic region, pain 
was produced having the segmental distribution char- 
acteristic of the pain of angina pectoris. In other 
words, deep somatic and visceral structures have the 
same type of afferent nerves, and it is unimportant 
whether the afferent impulses are derived from visceral, 
ligamentous or periarticular structures, since all the 
various forms of pain stimulate a common system of 





10. White, J. C., and Smithwick, R. H.: The Autonomic Nervous 
System: Anatomy, Physiology and Surgical Application, ed. 2, New York, 
The Macmillan Company, 1941. 

11, Lewis, T., and Kellgren, J. H.: Observations Relating to Referred 
Pain, Viscero-Motor Reflexes and Other Associated Phenomena, Clin. 
Sc. 4:47, 1939. 
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nerves. The reflected phenomenon of visceral disease, 
in which afferent impulses are conveyed to the various 
cutaneous areas corresponding to the segmental distri- 
bution of the afferent nerves, is dependent on the 
amount of structural disease and the strength and 
duration of the stimulus. In cerebrovascular lesions 
there may be a loss of the normal control of the 
autonomic nervous system. ‘ 

The hand-shoulder syndrome has been seen and 
described in a variety of clinical conditions by differ- 
ent groups of authors, each primarily interested in his 
own specialty. Cardiologists have reported typical cases 
of the hand-shoulder syndrome following myocardial 
infarctions and anginal pain of long duration. In certain 
periarticular diseases, illustrative examples of this reflex 
sympathetic dystrophy of the upper extremity have 
been well described by Steinbrocker anv. co-workers.’ 
Homans * has pointed out that minor injuries to blood 
vessels and nerves are common causes of causalgia. 
It is our contention that the hand-shoulder syndrome 
occurs in a variety of disorders. Any painful stimulus 
arising in the various anatomic structures, such as the 
cardiac muscles, periarticular or ligamentous tissues 
(especially the shoulder), blood vessels, nerves or 
abdominal viscera may produce visceroafferent stimuli, 
which may initiate and perpetuate the clinical syn- 
drome of this reflex sympathetic dystrophy. To illustrate 
this important concept we present a brief descrip- 
tion of the cases of the hand-shoulder syndrome in 
the table, emphasizing the salient features of this condi- 
tion. Although we have classified these cases as 
cardiac, visceral, musculoskeletal and cerebrovascular, 
these etiologic categories have been used primarily to 
correlate the type of injury that provoked this sympa- 
thetic dystrophy and not as a method of classification 
of this condition. 





Fig. 2.—Unilateral reflex sympathetic dystrophy, terminal or third stage, 
showing fibrotic, immobile, permancnt flexion deformity. 


The following case is reported in detail to illus- 
trate this reflex sympathetic dystrophy of the upper 
extremity, emphasizing the manner of onset, symptom 
complex and the successful relief by stellate ganglionic 
procaine block. 

REPORT OF A CASE 

M. C., a 69 year old white woman, was admitted to the 
Peter Bent Brigham Hospital with the complaint of severe pain, 
swelling and limitation of motion of the right upper extremity. 
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Four months prior to admission, the patient noticed onset of 
pain and discomfort in the right shoulder. The pain increased 
and progressed to involve the entire right upper extremity. 
During the next several weeks diffuse swelling, severe pain and 
tenderness with cyanosis became very prominent and incapaci- 
tating in the right hand, less so in the ipsilateral part of the 
forearm and shoulder. Dr. John Homans described the condi- 





Fig. 3.—Roentgenograms of hands in reported case, the hand pictured 
on the left showing marked Sudeck’s atrophy. 


tion as typical of a minor causalgia-like state and noted the 
definite absence of a history of previous trauma. 

Physical examination revealed moderate limitation of motion 
of the right shoulder. There was marked stiffness and tender- 
ness of the right wrist. The right hand and lower third of 
the forearm were hot, dry and swollen, while the left hand was 
normally cool and moist. Considerable amount of paresthesia 
was manifested by numbness to pinprick in the upper arm and 
by a nonsegmental distribution of pain in the hand. The hand 
was sénsitive to touch, with marked vasodilatation. There was 
no evidence of nerve injury. The large arteries and veins were 
normal. Roentgenograms of the upper extremities revealed 
degenerative joint disease consistent with chronic osteoarthritis. 
The most striking feature was the extensive Sudeck atrophy 
(fig. 3) of the bones of the right hand. Hematologic studies 
were normal. Sedimentation rate was 6 mm. per hour. The 
electrocardiogram and the cholecystogram were normal. 

A right peribrachial arterial sympathetic block with procaine 
hydrochloride produced partial relief of the stiffness and pain 
in the right upper extremity for a period of 12 hours. A right 
stellate ganglionic block with procaine hydrochloride was effec- 
tive in producing a permanent and complete relief from the pain. 
Edema and numbness of the right hand improved over the next 
two weeks with good return of motion. 


COMMENT 

If one assesses all grades of this condition, allowing 
for its varied clinical descriptions and etiologic nomen- 
clatures and judging from survey of the recent litera- 
ture, this reflex sympathetic dystrophy is not an uncom- 
mon disorder. In 1936 Edeiken and Wolferth * 
reported 14 cases of persistent pain in the shoulder 
region following proved myocardial infarctions without 
trophic or vasomotor changes. Askey and others ** 
stressed the relation of the hand-shoulder syndrome as 
it occurred with myocardial infarctions and intractable 





12. Edeiken, J., and Wolferth, C. C.: Persistent Pain in Shoulder 
Region Following Myocardial Infarction, Am. J. M. Sc. 191: 201, 1936. 
13. Askey, J. M.: Syndrome of Painful Disability of Shoulder and 
Hand Complicating Coronary Occlusion, Am. Heart J. 22:1, 1941; Boas, 
E. P., and Levy, H.: Extracardiac Determinants of Site and Radiation 


of Pain in Angina Pectoris with Special Reference to Shoulder Pain, 
ibid. 14:540, 1937; Ernstene, A. C., and Kinell, J.: Pain in Shoulder 
as Sequel to Myocardial Infarction, Arch. Int. Med. 66: 800 (Oct.) 1940. 
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angina pectoris and suggested sympathetic vasomotor 
dysfunction as accounting reasonably for many of the 
symptoms. In this regard, the consultation note by 
Dr. John Homans on the patient J. K., who mani- 
fested the hand-shoulder syndrome following myo- 
cardial infarction, is of interest. He remarked that the 
arms and hands had the appearance of minor causalgia, 
i. e., slight cyanosis, stiffness of fingers, edema and 
venous congestion. Characteristic paresthesia—numb- 
ness to pinprick—was present. The large arteries 
were normal. Edema and cyanosis presumably are an 
expression of peripheral vasoconstriction, since such a 
reaction is thought by many to represent a reflex related 


‘to sensory nerves of the blood vessels, and it is reason- 


able to assume that this reaction originates in the heart 
and affects the upper extremities. Independently, 
Johnson ** and Kehl?® reported important clinical 
observations regarding the pathologic changes in the 
hands following myocardial infarctions. Johnson pro- 
posed the descriptive phrase of “postinfarction sclero- 
dactylia.” Generally, in our patients the signs and 
symptoms of the reflex sympathetic dystrophy appeared 
within four months to a year after the injury to the myo- 
cardium. Usually the onset of symptoms was rather 
abrupt, becoming pronounced in a few hours to a few 
days. Without early diagnosis and prompt institution 
of proper treatment, trophic changes in the skin, subcu- 
taneous tissues, joints and bones developed in the 
majority of the patients. From this limited series, it 
was impossible to predict in which patients the hand- 
shoulder syndrome would develop, on the basis of 
either the intensity or distribution of the chest pain 
or the severity (or magnitude) of the myocardial 
infarction. 

Steinbrocker, independently,’* and with associates,’ 
wrote rather extensively on the clinical features, diag- 
nosis and treatment of the hand-shoulder syndrome. 
He emphasized the presence of an idiopathic variety 
of hand-shoulder syndrome, which he observed in 11 
patients. Since no traumatic stimulus was demon- 
strated, he purposely segregated this group with the 
consideration that some undisclosed pathologic stimulus 
might be determined in the future. We are of the 
opinion that the condition in this group was not 
idiopathic but rather represented the sequelae of the 
visceroafferent pain resulting from bursitis, arthritis or 
shoulder pain of an ill defined nature. Obviously, 
patient with rheumatoid arthritis of the shoulders could 
have a reflex sympathetic dystrophy as the result of 
visceroafterent pain. 

This important pathologic lesion of the hand-shoulder 
syndrome in a certain group is a localized nodular 
thickening of the palmar aponeurosis at the base of the 
little finger, associated with contractures of the fascia, 
and similar to Dupuytren’s contracture. Kehl*™® 
(1943), in discussing his six cases of Dupuytren’s 
contracture following myocardial infarction, stated the 
belief that irritation of the sympathetic ganglions was 
an important causative factor. Symptoms indicating 
vasomotor dysfunction are not generally associated with 





14. Johnson, A. C.: Disabling Changes in Hands Resembling Sclero- 
dactylia Following Myocardial Infarction, Ann. Int. Med. 19: 433, 1943. 

15. Kehl, K. C.: Dupuytren’s Contracture as Sequel to Coronary 
Artery Disease and Myocardial Infarction, Ann. Int. Med. 19: 213, 1943. 

16. Steinbrocker, O.: The Shoulder-Hand Syndrome: Associated Pain- 
ful Homolateral Disability of the Shoulder and Hand with Swelling and 
Atrophy of the Hand, Am. J. Med, 3: 402, 1947. 
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Dupuytren’s contracture but, on the other hand, trauma 
as suggested by Skoog ** is not accepted in this country 
as an important causative factor.** 

From the accumulated clinical, pathologic and radio- 
logic observations made in these cases, evidence is 
presented in support of the contention that a variety 
of disorders may produce the stimuli to evolve a reflex 
sympathetic dystrophy. These afferent stimuli might 
arise from a peptic ulcer, a diseased gallbladder, cerebral 
hemorrhage, inflammation of blood vessels or periarticu- 
lar structures or, of course, from injury, external or 
internal, of an extremity, which produces a specific 
response in the form of a reflex sympathetic dystrophy. 

The patients who were seen in the initial stage of 
the reflex sympathetic dystrophy of the upper extremity 
responded to stellate ganglionic block with procaine 
hydrochloride with an immediate and complete relief 
from the pain and with gradual subsidence of paresthesia 
and edema in the subsequent two or three weeks. Dr. 
Homans pointed out that, if the patient did not obtain 
relief of his symptoms for a period exceeding the action 
of the anesthesia, treatment by this method generally 
was not successful. Likewise, for patients already 
manifesting trophic changes, treatment by sympathetic 
nerve block was ineffective. In a few cases the initial 
treatment by procaine block had been considered suc- 
cessful, but there was a recurrence of symptoms. If 
prompt treatment was instituted at the incipience of 
the symptoms, the results were satisfactory. Sympa- 
thectomy of the extremity was not indicated in any of 
our cases. Periarterial (brachial) infiltration with pro- 
caine hydrochloride was utilized for diagnostic purposes 
and therapeutic trials. The relief of symptoms by this 
method of treatment was generally incomplete and of 
shorter duration. 

SUMMARY 

Seventeen patients in various stages of unilateral or 
bilateral reflex sympathetic dystrophy of the upper 
extremity are described. The abnormal neurovascular 
response results from afferent viscerosensory pain aris- 
ing in different anatomic locations, such as the cardiac 
muscle, the musculoskeletal structures or the upper 
abdominal viscera. The multiplicity of terms describ- 
ing this syndrome has produced confusion in diagnosis 
and has prevented early and effective therapy. Stellate 
ganglion block of the viscerosensory afferent pain fibers 
or sympathectomy arrests this abnormal physiologic 
condition. 





_17. Skoog, T.: Dupuytren’s Contraction with Special Reference to 
Etiology and Improved Surgical Treatments: Its Occurrence in Epilep- 
ties; Note on Knuckle-Pads, Acta chir. Scandinay. (supp. 139) 96:1, 


18. Marble, H.: Personal communication to the authors. 





Refugee Doctors.—The Anglo-Saxon colleagues have ren- 
dered a very great and highly appreciated sérvice to Swiss 
neurology, as well as to neurological science in general. They 
did this in giving a generous haven in time of need and distress, 
not only to Marburg, but also to quite a number of distinguished 
representatives of our science such as Freud, Wallenberg, Gold- 
stein, Spiegel, F. H. Lewy, Riese, Wartenberg, v. Witzleben and 
many others. This made it possible for these men to proceed 
with their fruitful research work which, also under new condi- 
tions, has borne a rich harvest and continues to do so.—M. Min- 
kowski, Schweitser Archiv fiir Neurologie und Psychiatrie, 
65:419, 1950. 
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MORTALITY AND COST EXPERIENCE WITH 
PREMATURE INFANTS 
IN 1948 


HENRIETTA HERBOLSHEIMER, M.D., M.P.H. 
Springfield, II. 


Although there are many reports on the mortality of 
premature infants in special nurseries or Premature 
Centers and there are exciting newspaper accounts of 
survival of remarkably tiny babies cared for at home 
or in small community hospitals, there are no reported 
comparisons on a sizeable experience with survival of 
premature infants according to the type of hospital 
nursery in which care was given. 

Miller,’ in a comparison of survival rates among 379 
infants of 5% pounds (2,495 Gm.) or less at birth in 
Newcastle-on-Tyne, England, and 579 premature 
infants admitted to hospital from home in Birmingham, 
England, showed that it was equally safe for a pre- 
mature baby above 3% pounds (1,588 Gnt.) birth 
weight to be born and cared for at home as it was for 
infants of comparable weight and place of birth to be 
given care in the Birmingham Premature Center. The 
Premature Center attained superior survival rates with 
the infants of birth weight under 3% pounds. Miller’s 
data on the 916 premature infants born in Newcastle 
also revealed that home care was slightly better than 
care in the community hospital for all weight groups 
except the heaviest. In this heaviest weight group the 
Newcastle hospital had a significantly lower fatality 
rate, which to Miller appeared likely to be “the result 
of different obstetrical rather than pediatric care.” 
Bakwin * in recent articles emphasizes the importance 
of Miller’s observations and advocates a reevaluation of 
the American practice of hespitalizing all premature 
babies. 

Although the conclusions of Miller and of Bakwin 
are arresting, it is obvious that the pattern of obstetrics 
and neonatal pediatrics in England and this country 
do not pose the same problems. The trend in the 
United States has been steadily toward an ever increas- 
ing percentage of births in hospitals, and the effect of 
modern teaching, coupled with the expanding hospital 
construction and hospitalization insurance program, will 
doubtless accelerate this trend. Furthermore, maternity 
care in hospitals has proved to be so convenient and 
reassuring, to both the public and the medical profes- 
sion, that even if it were possible to amass convincing 
data leading to the conclusion that home care of pre- 
mature infants in the neonatal period is safer than care 
in hospitals, it seems unlikely that there would be any 
large scale return to home deliveries. 

The question in this country is, therefore, not whether 
home care of prematures is safer than hospital care but 
whether care in one kind of hospital environment, with 





Medical administrative assistant to Roland R. Cross, M.D., Director, 
Illinois Department of Public Health. 

Isabelle Crawford, B.S., statistician in the Division of Hospital Con- 
struction and Services, Lllinois Department of Public Health, compiled 
the data. O. K. Sagen, Ph.D., chief, Division of Vital Statistics and 
Records, Illinois Department of Public Health, and Kurt Pohlen, Ph.D., 
statistical consultant, St. Louis, aided in designing this field study. Frank 
G. Dickinson, Ph.D., and Everett L. Welker, Ph.D., of the Bureau of 
Medical Economic Research of the American Medical Association, served 
as consultants. Edna Flesch and Marvin Templeton assisted in the 
tabulating operations. 

1. (a) Miller, F. J. W.: The Care of Premature Infants at Home, 
Arch. Dis. Childhood 22: 54-56, 1947; (b) Home Nursing of Premature 
Babies in Newcastle-on-Tyne, Lancet 2: 703-795, 1948. 

2. Bakwin, H.: Common Errors in Pediatric Practice, New York State 
J. Med. 49: 391-396, 1949; The Home Care of the Premature Infant, 
J. Pediat. 34: 654-655, 1949. ‘ 





ca 
tre 


se 
th 


ca; 
cal 


no 
fur 
sul 
gre 
for 
not 
ava 
epi 
por 
rec 
7 
of 
eas: 
mez 
of | 
the 
for 
stuc 
T 
deli 
was 
birt! 
borr 
and 
conc 


3. 
Board 
were 1 
Prema 
hot se: 

4. 
Childr: 
Childr 

a | 











Votume 144 
NumsBer 7 


all that this implies, is safer than care in another kind of 
hospital environment. The need to answer this ques- 
tion is augmented by nationwide interest in reducing 
deaths among premature infants by developing special 
premature nurseries and special premature referral 
centers in municipalities and in other major health juris- 
dictions. Although it is entirely reasonable to expect 
that superior equipment, separate nursing staffs, and 
specially trained medical attendants should bring about 
significantly lower mortality in every weight group of 
premature infants, the expense, the inconvenience and 
the disruption of the mother-child relationship inherent 
in the special service program warrant objective evi- 
dence of the results prior to inaugurating extensive 
changes in the pattern of care. 

It is the purpose of this paper to evaluate the results 
of the special programs now in existence in Illinois and 
to compare mortality of hospitalized premature infants 
by place of care, in order to answer the following ques- 
tions : 

Is the fatality rate lower in Premature Centers than in small 


hospitals which provide care with a minimum of equipment and” 


personnel, in medium-sized hospitals which provide more equip- 
ment and personnel and in large hospitals with separate pre- 
mature nurseries, staff and equipment? 

If there is any difference in rates, does it justify the cost of 
care in a special environment and an elaborate and far-reaching 
transport system? 

SCOPE OF STUDY 

Of a state total of 221 hospitals with maternity 
service, this study includes, for the calendar year 1948, 
the experience with premature infant mortality in all 
of the 164 outside Chicago and one hospital in Chi- 
cago—the University of Illinois Research and Edu- 
cational Hospital.* 

The study was limited to a one year period in order 


not to place too great a burden on the hospitals which 


furnished the basic data and yet to afford a sample 
sufficient to provide stability in the tabulations by weight 
groups under 2,500 Gm. birth weight. This was a 
fortunate year to select for the study because it was 
not only the most recent year for which data were 
available but also a year in which the incidence of 
epidemic diarrhea of the newborn, with its dispro- 
portionate losses among the premature, was the lowest 
recorded in several years. 

The study was based on birth weight as a criterion 
of prematurity because it is most generally used, is 
easily obtained, is subject to less error in technic of 
measurement and “although not an exact indicator 
of prematurity, has provided a satisfactory criterion of 
the need for special care, as well as a uniform basis 
for statistical analysis.” * All hospitals included in the 
study have good equipment for weighing. 

The birth weight and name were obtained from the 
delivery room register, and the following information 
was supplied through record room files: race, sex, 
birth share,® place and date of birth; if the infant was 
born outside the hospital, the admission date, weight 
and age in hours and the discharge date, weight and 
condition, 


3. Data from other Chicago hospitals are on file with the Chicago 
Board of Health. Data were obtained from Cook County Hospital but 
were not included in the present study because Cook County Hospital is a 
Premature Center with a high rate of Negro admissions and is therefore 
not serving a population comparable to that of the downstate centers. 

4. Dunham, E. C.: Premature Infants: A Manual for Physicians, 
Children’s Bureau Publication 325, United States Federal Security Agency, 
Children’s Bureau, 1948, p. 9. 

5. Single or multiple birth. 
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The items listed by each hospital were checked against 
the total of premature infants reported to the state 
department of public health on the maternity statistical 
report filed monthly by the respective hospital. Each 
death was confirmed by checking with the list of neo- 
natal deaths in hospitals as reported on the monthly 
maternity statistical form and also with transcripts of 
infant deaths reported to the Division of Vital Statistics 
and Records of the department of public health. No 
similar check was made on infants reported “discharged 
from hospital alive” because the procedure is time con- 
suming and there seemed no reason from the check on 
the weight gain at time of discharge to doubt the fact 
that an infant was discharged alive. These checks 
with sources of data independent of the study and 
within the study gave assurance that, for all practical 
purposes, reporting was complete and was accurate as 
to mortality during the period of hospitalization. The 
verified data were then transferred to punch cards. 

Table 1 shows that 93.1 per cent of all infants born 
in Illinois outside the city of Chicago were born in 
hospitals; hence, 93.1 per cent of the newborn infant 
population is included in the study. The detailed records 
revealed that 62 babies born at home entered the study 
because they were admitted to hospital nurseries for 
care. Therefore, with the addition of these children 
born at home, the data cover more than 93.1 per cent 


TaBLeE 1—Districution of Live Births, Illinois, 1948, 


by Place of Occurrence 
Born in Hospital 


Area Total No. Percentage 
I eee ore 181,204 169,965 93.8 
ies co necstbuducscocssacds sens 77,427 73,371 94.8 
State (exclusive of Chicago)...... 108,777 96,594 93.1 


of the premature infant population in an area of about 
56,000 square miles with 4,772,000 total estimated 
population. 

All hospitals except two reported the birth weight 
in pounds and ounces, and inasmuch as 5 pounds 8 
ounces is 2,495 °Gm.; rather than 2,500 Gm., there is 
this slight variation in the data within the study itself 
and as compared to data for other studies dealing 
solely in grams. This difference of 5 Gm., which is 
inherent in the conventional definition of the premature 
by weight at birth, affected only the largest weight 
category of prematures and is so trivial that for practical 
purposes the group 2,250 to 2,499 Gm. birth weight 
has not been affected by the inconsistency. 


HOSPITALS BY TYPE OF NEONATAL 


PEDIATRIC FACILITIES 

Since the objective of this study is to determine 
whether there is any difference in mortality of pre- 
maturely born infants according to the quality of 
nursery care rendered, it was necessary to select some 
indexes of quality of care and to arrange the hospitals 
into corresponding groups. Although it is in general 
difficult to define quality of health service and to set 
forth factors which are determinative of good, fair or 
poor care, such is not the case with regard to facilities 
for care of newborn infants. There is, from the follow- 
ing sources, considerable agreement on the essentials 
of safe nursery care: the United States Children’s 
Bureau; the Committee on Fetus and Newborn of the 
American Academy of Pediatrics ; rules and regulations 


GROUPING OF 
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for maternity hospital licensure programs in the states, 
and manuals for the operation of premature nurseries. 
From these sources it is possible to select several major 
factors to serve as indexes of quality of care.. On 
these indexes the hospitals in the study are assigned to 
one of four categories : 


Premature Centers (Illinois Department of Public Health 
Program) 
Segregation of premature infants in a separate nursery. 
Acceptable incubators. 
Separate registered nursing staff assigned to prematures. 
All supervising nurses with postgraduate training in pre- 
mature care. 


Certified pediatrician on the staff responsible for the actual 
care of referred patients and consultation on all admissions. 


Non-Center Hospital Nurseries 


Type 1 
Segregation of premature infants in a separate nursery. 
Acceptable incubators. 
Separate registered nursing staff assigned to prematures. 


Certified pediatrician on the staff. 


Type 2 

No separate premature nursery; care given in normal 
neonatal nursery. 

Incubators of one sort or another available. 

No separate registered nursing staff for prematures, but 
there is a separate registered nursing staff for the neo- 
natal nursery. 

There may or may not be certified pediatricians on the staff. 


(No plan for consultations by pediatricians). 


Type 3 

No separate premature nursery; care given in the normal 
neonatal nursery. 

Incubators may or may not be available. 

No separate registered nursing staff for nursery; the 
nursery is served by the general obstetric nursing staff, 
which is concerned with patients in labor, delivery room 
service and post partum care. (Field visits to this 
category of hospital reveal that often the nursery is 
unattended for unreasonably long periods.) 

No certified pediatrician on the staff. 


The grouping of hospitals was necessitated by the 
large number of hospitals in the study and by the fact 
that the number of premature infants in most individual 
hospitals was inadequate to give a significant experience 
in each birth-weight group. A stable experience in 
each weight group might have been attained by study- 
ing data selected at random over a longer span of time 
from a few hospitals, but with changes in the technics 
of care an additional bias would have been introduced 
by this method. The criticism may be made that the 
hospitals vary to an extent which does not justify the 
combination of individual results in this way. How- 
ever, it is the impression of the medical, nursing and 
other hospital inspection and consultant staff of the 
department of public health, who are acquainted with 
ten years’ observations on the maternity departments 
and neonatal facilities and practices of the hospitals in 
the study, that there is sufficient evidence to feel secure 
in these groupings. The patterns of care are distinct 
between types and are amazingly uniform within types. 
There is little variation from year to year in the arrange- 
ment, equipment or staffing patterns because most 





AMA 
Oct. 14, 1950 


hospitals made all practicable changes about a decade 
ago when the Maternity Hospital Licensing Law was 
amended. 

The groupings parallel the distribution of hospitals 
according to volume of maternity care. In the early 
stages of the study the hospitals were grouped accord- 
ing to volume of obstetrics as the only index of quality 
of service, but in view of the fact that more specific 
indexes of care were at hand the groupings were made 
on the latter basis. The use of volume alone or the 
combined factors resulted in practically the same listing 
within categories. 

The groupings were made on the basis of data sub- 
mitted by each hospital at the time the case information 
was filed; in addition, the listing was confirmed with 
the maternity hospital licensure field reports and the 
Illinois Hospital Survey schedules. Maternity hospital 
consultant nurses familiar with the details of facilities 
and services in each downstate maternity hospital con- 
curred in the assignment of hospitals to categories. 


TABLE 2.—Hospitals Included in Study, by Type of Neonatal 
Nursery, Illinois, 1948 











Prematures 
; Total (Under 

7 No. of Live 2,500 Gm.) 

Type of Nursery Hospitals Births Under Care 
Total in Study. 165 96,020 5,459 
Po Ee 7 13,312 768 
Northern Illinois................ 5 11,460 665 
Central Illinois.................. 2 1,852 108 
Southern Illinois................ ee eeccee eeere 
NM iiacdeycancvesecsics does 54 48,397 2,778 
Northern Illinois................ 31 28,436 1,693 
Central Illinois. 16 13,759 764 
Southern Illinois................ 7 6,202 $21 
re er ere wi 28,055 1,189 
Northern Illinois................ 34 8,457 326 
Central IBinois.............e0.008 34 10,811 447 
Southern Illinois,............... 33 8,787 416 
Premature Centers total........ 3 6,256 724 
Camtral TG ii.c..ccccscevcccses 2 5,055 559 
Southern Illinois..........++..05 1 1,201 165 


Table 2 shows the numerical and geographic dis- 
tribution of the 165 hospitals according to the classifica- 
tion of the neonatal nursery service and also shows 
the total live births and the number of premature 
infants cared for in each of the four types of nurseries. 
Since the number of prematures under care includes 62 
infants born at home and transferred to hospitals, it is 
not possible from this tabulation to calculate incidence 
of prematurity except for the total. With adjustment 
for these 62 cases the incidence among hospital deliveries 
is 5.6 per cent, a rate lower than that reported by 
Baumgartner * for 1947 in New York City. 


ANALYSIS OF DATA 

In the analysis of data on the premature it is neces- 
sary to consider a number of factors which, in addition 
to birth weight, have been found to exert a pronounced 
effect on mortality during the first few weeks of life. 
Important among these factors are: race’; sex™; 
multiple birth *®; socioeconomic status of the mother, 





6. Incidence by geographic region will be the subject of a separate 
report. 

7. (a) Baumgartner, L.: The Program for Prematurely Born Infants 
in New York City, New York State J. Med. 50: 289-293, 1950. (0) 
Peckham, C. H.; Statistical Studies on Prematurity: The Mortality of 
Prematurity and the Effect of Certain Obstetric Factors, J. Pediat. 13: 
484-497, 1938. 
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including nutrition *; birth order ™; age of mother ™; 
medical and obstetric complications of pregnancy,’ and 
quality of obstetric care."° The data of this study can 
be analyzed with regard to race, sex and multiple births. 
Other information in the department of health permits 
some conjecture with regard to gross socioeconomic 
differences that may exist between the populations who 
seek care in hospitals in the various categories described 
above. 

The effect of birth order, age of mother, complications 
of pregnancy and quality of obstetric care cannot be 
measured in a study of this nature. Inasmuch as most 
births in Illinois are of first and second birth order, 
the effect of this variable probably is not appreciably 
different in the Premature Centers or the three groups 
of hospitals. There also seems no reason to presume a 
difference in the distribution of the factors, age of 
mother and incidence of complications of pregnancy. 
With regard to quality of obstetric care no definite com- 
parison can be made among the hospital groups, but the 
evidence is that, for the most part, the hospitals with 
type 1 nurseries and the Premature Center hospitals 
are in the areas with a large amount of specialist 
obstetric and pediatric practice. Of the 101 hospitals 
with type 3 nurseries, only one or two have specialist 
obstetric and pediatric practice and only 15 are fully 
approved and 10 provisionally approved by the Ameri- 
can College of Surgeons. 

With regard to the variance in socioeconomic status 
of the populations served by each of the categories of 
hospitals, only broad generalizations can be made. The 
16 southernmost counties, because of their generally 
higher public assistance rates, have been the subject of 
several studies which lead to the conclusion that, taken 
as a whole, this section of the state is not as well off 
financially as the northern area. From table 2 it is 


apparent that all type 1 nurseries are located in the, 


northern half of the state, which is the area with the 
majority of the large cities and with the more favorable 
socioeconomic status, including the bulk of specialized 
medical practice. Although there are, of a state total 
of 54, seven type 2 nurseries in southern Illinois, these 
nurseries contributed only 321 prematures of a subtotal 
of 2,778. Therefore the type 2 nurseries are also 
weighted with experience in the northern part of the 
state. The number of nurseries of type 3 is the same in 
each section of the state; they are fairly evenly dis- 
tributed, with the result that two thirds of them are in 
the more prosperous upper two thirds of the state. 
Since two thirds of the number of premature infants 
cared for in this type of nursery also came from the 
northern two thirds of the state, the study avoids to 
that extent geographic and broad socioeconomic bias 
in the comparisons of performance of the various types 
of facilities. It should, however, be pointed out that for 
the most part the hospitals with type 3 nurseries serve 
rural and small town populations throughout the state. 

Table 3 shows the percentage distribution of pre- 
mature infants according to race, sex and birth share in 
each of the several types of nurseries. Analysis of this 





8. Ebbs, J. H.; Tisdall, F. F., and Scott, W. A.: The Influence of 
Prenatal Diet on Mother and Child, J. Nutrition 22: 515-526, 1941. 
Burke, B. S.; Beal, V. A.; Kirkwood, S. B., and Stuart, H. C.: The 
Influence of Nutrition During Pregnancy upon the Condition of the 
Infant at Birth, ibid. 26: 569-583, 1943. Baird, D.: The Influence of 
Social and Economic Factors on Stillbirths and Neonatal De aths, J. Osbt. 
& Gynaec. Brit. Emp. 52: 339-365, 1945. 

9. Taylor, E. S.; Phalen, J. R., and Dyer, H. L.: Effect of Obstetric 
Difficulties and Maternal Disease on Premature Infant Mortality, J. A. 
M. A. 141: 904-908 (Nov. 26) 1949. 

10. Masters, W. H., and Ross, R. W.: Conduction Anesthesia: Pro- 
og Afforded the Premature Infant, J. A. M. A. 141: 909-912 (Nov. 
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table reveals that for each of these significant attributes 
the nurseries do not have the same populations. The 
amount of variation precludes comparisons between the 
nurseries on the basis of the total number of infants 
cared for in each type. 

In order to proceed with the analysis of mortality 
according to facilities in which care was given it was 
necessary to have a population of the greatest possible 


TaBLe 3.—Percentage of Non-White, Male and Multiple Born 
Among Premature Infants, by Type of Neonatal Nursery 
and Birth Weight Group, Illinois, 1948 

Total 1,000 1,250 1,500 1,750 2,000 2,250 
Under 0to 750to to to to to to to 
2,500 749 999 1,249 1,499 1,749 1,999 2,249 2,499 
Type of Nursery Gm. Gm. Gm. Gm. Gm. Gm. Gm. Gm. Gm. 


Non-white prematures 





} yy 4.5 4.3 5.1 3.4 4.7 4.6 4.6 4.7 44 
Non-Center 
yf ee 04 2.3 eos oes eee ons eee see 0.6 
| 6.1 3.1 7.5 3.1 6.7 5 6.2 7.6 5.9 
SO Mes asessee 2.1 5.3 19 5.9 4.2 2.7 0.7 1.6 19 
Premature 
centers......... 68 13.0 6.8 3.8 3.8 7.1 8.9 8.7 
Born in center... 5.8 12.5 6.2 5.3 6.9 2.7 2.2 7.7 
Transports...... 81 143 7.1 2.9 2.0 98 13.6 617.6 
Male prematures 
All types.........<- 48.0 494 46.0 519 56.0 S38 508 48.7 44.2 
Non-Center 
BION Rocscvcses 4.3 41.9 484 500 514 479 54.9 53 44.0 
, ly Seem 47.9 51.2 46.7 50.5 58.2 06 495 49.4 43.7 
ee 16.7 55.3 309 G8 500 57.3 49.3 43.7 43.3 
Premature 
centers......... 50.1 43.5 364 47.2 58.2 50.0 52.7 49.7 50.6 
Born in center... 48.2 50.0 43.8 368 62.1 459 500 43.3 50.3 
Transports..... 52.8 286 32.1 529 560 525 54.5 638.0 52.9 
Multiple born among 
prematures 
AR types.....c.e. 176 17.2 1.7 203 28S 25.1 2.1 19.6 12.7 
Non-Center 
TER. caaccena 17.6 9.0 27.8 27.0 188 186 18.0 2.3 
BHR Boicciccss 17.4 W8 17.5 23.9 66 26 19 12.6 
_ | 17.9 11.3 216 16.7 23 230 222 13,1 
Premature 
centers......... 18.2 13.0 22.7 189 266 24.5 3 182 128 
Born in center... 18.3 12.5 387.5 21.1 7.9 «27 3.0 165 12.9 
Transports..... 18.1 143 14.3 17.6 20.0 21.3 5.2 21.7 118 


TABLE 4.—Standardised Fatality Rates per 1,000 White Single- 
Born Premature Infants, Illinois, 1948 


Standardized 
FataLty Rate 
(per 1,000 Waite 
Single-Born 


Type of Nursery Prematures) 
BD CI BAB is voces cccccccccccssccnncessccocssecssicsocoess 236 
Iino. 56s voteececcentengsnvecsecesgcccsonses 248 
, 0g re ee i eee Peer 217 
We a i 00k ck ctseinges cecbas cnccsteccacantasbent 243 
, | pe erent Te re 284 
Downstate Premature Centers 190 





Born in Center... . i191 


WN s Svc wccccwcbsnecwtusvekonsentssbeanee 173 


homogeneity. For this reason, the experience with only 
the white single-born infants was used as the base of 
comparison. This group was selected because it pro- 
vided the largest number of cases. To allow for the 
irregular distribution of the cases both by sex and by 
birth weight in each of the types of nurseries, the fatality 
rates were standardized by taking the distribution of the 
total white single-born prematures as standard. 

The standardized fatality rates, table 4, show a 
favorable record for the Premature Centers, especially 
when compared with the experience in the type 2 and 








546 PREMATURE CENTERS—HERBOLSHEIMER 


3 nurseries. From these data it follows that if a thou- 
sand white single-born prematures of the same birth- 
weight and sex distribution were admitted to each kind 
of facility, the Premature Centers would save 53 more 
than hospitals with type 2 nurseries and almost 100 
more than hospitals with type 3 nurseries. The greatest 
advantage of the Premature Center lies in its signifi- 
cantly lower fatality rates in the weight groups under 
2,000 Gm. 

In the table of standardized fatality rates for white 
single-born premature infants it is observed that the 
losses among transports to Premature Centers are lower 
than in other categories. This observation no doubt 
may be attributed to the age on admission of the trans- 
ports. Dunham * found that 57 per cent of the deaths 
occur during the first day of life and 30 per cent occur 
from the second to the seventh day. Hess,’* in an 
analysis of 2,117 deaths among infants of less than 
2,500 Gm. birth weight admitted to the Premature 
Station of Michael Reese Hospital, found that 92 per 
cent of the deaths occurred under the age of 72 hours 
(57 per cent during the first day, 15 per cent during 
the interval 24 to 48 hours and 20 per cent during the 
interval 48 to 72 hours). Miller,’” in his study on 916 
premature infants, found that 59.6 per cent of the 
deaths occurred on the first day of life and 90.4 per 
cent in the first week. 

Inasmuch as the mortality is highest during the first 
day of life, it is the policy of the Illinois Premature 
Center Program to admit infants as soon as possible 
after birth. Considering all factors which occasion 
delay in admission, especially the failure to admit 
immediately on referral because of no vacancy in the 
center, the transport experience with the 309 infants 
in 1948 has been fairly satisfactory. The age on admis- 
sion of this group was as shown in table 5. 

Although most of the babies in each weight group 
entered the Premature Centers during the early critical 
hours of postnatal life, there were sufficient admissions 
after the age of 72 hours to make it necessary to exer- 
cise caution in interpreting the fatality rates of the 
transported group. It is known that some of these 
older infants were transferred to Premature Centers 
when complications developed, but the remainder, 


TABLE 5.—Age of Referrals on Admission to Prema- 
ture Centers 


Over 72 Hr. 
Birth Weight Under 2to 4to ———-———~— 
Group Total 24Hr. 48Hr. 72Hr. Nop. % 
0 to 749 Gm........ 7 0 5 2 0 0 
750 to 999 Gm........ 2 18 6 0 4 4 
1,000 to 1,249 Gm...... 34 20 7 3 4 12 
1,250 to 1,499 Gm...... 50 22 15 0 13 26 
1,500 to 1,749 Gm...... 6) 26 16 2 17 28 
1,750 to 1,999Gm...... 66 23 16 6 21 32 
2,000 to 2,249 Gm...... 46 23 10 1 12 26 
2,250 to 2,499 Gim...... 17 0 7 3 7 41 
Basse sccvcvssece 309 132 82 17 78 25 


though small in number, entered the centers with a 
relatively lower risk of dying. Part of the risk of dying 
of this group is therefore spread among the type 2 and 
3 nurseries and the homes from which these babies 
came. 





11. Dunham, E. C.: Deaths of Premature Infants in the United States, 
Statistical Series no. 2, United States Federal Security Agency, Chil- 
dren’s Bureau, 1947, p. 5. 

12. Hess, J. H.: Analysis of 259 Living Premature Infants Whose 
Weight at Birth Ranged Between 735 and 1260 Grams, Chicago M. Soc. 
Bull. S51: 1057-1061, 1949. 
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COST OF CARE 
It is apparently difficult for hospital accountants to 
arrive at reliable cost figures for the various types of 
service provided within the general hospital. At this 
time only a few of the 6,000 hospitals in the country 
have been able to give a reasonably reliable account 


TaBLe 6.—Per Diem Cost of Hospital Operation, by Type of 
Neonatal Nursery, Illinois, 1947 or 1948 * 


Hospitals Included 





in Study Per Diem 

A, Operating Cost 

Number = ———_——, 

‘ Reporting Per- Standard 

Type of Nursery Total Cost centage Average Deviation 
po rere 165 138 83.6 $11.26 $2.57 
Non-Center.............. 162 135 83.3 11.29 2.59 
BE Beas ccvvecsceasses 7 6 85.7 12.42 2.58 
TN Bie 6 onducacenassas 54 50 92.6 11.96 2.35 
BOG a cccecesesessses 101 79 78.2 10.79 2.61 

Downstate Premature 

Sas cenbveeseconce 3 3 100.0 9.87 0.82 





.* Source: Government Reimbursable Cost Statements on file with the 
IHinois Department of Publie Health. The most recent statement was 
used, either 1947 or 1948. 


of their operating expenses by the major conventional 
services’ inpatient and outpatient care. Consequently 
there are no available figures on the cost of operation 
of premature and other nurseries as units of the general 
hospital. There are, however, fairly reliable figures on 
average per diem cost of care derived by means of the 
Government Reimbursable Cost Formula. This formula 
is a standard calculation for all types of care in general 
hospitals. It has the approval of hospitals and govern- 
ment authorities, and it has wide use throughout the 
country as the basis of payment, with or without ceil- 
ings, for many health agency programs: crippled chil- 
dren; communicable disease, including poliomyelitis; 
chronic disease; maternity; general care for persons 
on public assistance, and vocational rehabilitation. 
Furthermore, the Government Reimbursable Cost For- 
mula provides the rate of payment to hospitals for care 
of premature infants by both the New York City and 
the Illinois Department of Public Health Premature 
Center programs. 

Table 6, based on recent cost statements filed by 138 
of the 165 hospitals in this study, reveals that the per 
diem cost of care in the Premature Center hospitals is 
actually less than the rate in other types of facilities. 
This observation may be attributed to the fact that the 
Premature Centers are located in large general hos- 
pitals which are able to effect many economies of 
operation, especially the spread of the “readiness-to- 
serve cost.” 

An additional item which must be considered in 
evaluating the cost of a referral program is the expense 
of the transport system. By the use of commercial 
ambulances with nurses from the Premature Centers to 
accompany the incubator-ambulance, the Illinois experi- 
ence, based on 776 transports over the past several 
years, resulted in an average cost of $26.65 per case. 
These trips were made both day and night and were 
not restricted in radius within the state. Until the 
southern Illinois Center opened in 1948, many round 
trips of 300 or more miles were made in order to 
bring southern Illinois babies to the Springfield center. 
The cost of these extremely long hauls is iricluded in 
the average. Inasmuch as the average length of hos- 
pital stay of premature infants is about 32 days, the 
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average transport cost would add less than a dollar to 
the average daily cost of care of the referred infants. 
This addition to the per diem rate in table 5 would 
bring the cost of care in Premature Centers to about 
the same figure as cost of care in the local community 
hospital. 

COMMENT 

The standardized rates calculated on a year’s experi- 
ence reveal that the Premature Centers attained a 
fatality rate slightly lower than that of the type 1 
nurseries, 21 per cent lower than that of type 2 nurseries 
and 33.3 per cent lower than that of type 3 nurseries. 
Tests of significance indicate that the differences 
between the fatality rates attained by the Premature 
Centers and nurseries of types 2 and 3 are greater than 
is to be expected on the basis of chance alone. In 
comparing type 1 nurseries and Premature Centers the 
difference in fatality rates is statistically of doubtful sig- 
nificance. The lack of significance between the fatality 
rates in the type 1 nurseries and the Premature Centers 
is not surprising because these two kinds of facilities are 
almost identical in arrangement, equipment and staff. 
The Premature Centers, however, may possibly have 
an advantage from the combination of formally trained 
supervising nurses, a defined pattern for medical con- 
sultation by pediatricians and a much larger census. 
Therefore the difference in fatality rates as calculated 
on the standard population (table 4) and as observed 
on the actual populations by specific weight groups 
and sex may represent a small but real superiority of 
Premature Centers over type 1. nurseries. The dis- 
tinctly lower fatality rates attained in the Premature 
Centers and type 1 nurseries, as compared with those 
of types 2 and 3, are in accordance with expectations 
which emerge from the belief that better equipment and 
better trained personnel can bring about improved 
results. 

The meaning of the difference in fatality rates 
between the Premature Centers and the nurseries of all 
three types merits some caution in interpretation, for 
there are many factors which may have a bearing on 
the outcome of care in selected environments. The 
influence of unequal force of birth weight, race, sex 
and birth share in each of the environments has been 
minimized by use of the .standardizing mechanism, 
but this technic as herein applied does not take into 
account all pertinent factors, particularly socioeconomic 
variations and differences in obstetric care. To what 
extent these latter factors might have varied among the 
several types of nurseries, it is not possible to say. 
3ecause maternity patients almost invariably obtain 
care in the local community hospital and because the 
hospitals in this study do not restrict admissions to 
any particular economic group, it is possible to say that 
the infants admitted to each type of nursery are drawn 
from all socioeconomic groups within the respective 
hospital service areas. That the experience of the types 
1 and 2 nurseries is almost entirely from the more- 
favored northern part of the state and that the experi- 
ence of the type 3 nurseries is weighted with rural 
and small town populations as well as the less favored 
southern part of the state must be kept in mind. 

Since essentially the same listing of hospitals follows 
from classification either by indexes of quality of 
nursery care or by obstetric volume, it may be said 
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that improved results are a function of hospitals with 
large obstetric service. The observation of Schlesinger 
and Parkhurst * “that there is little variation in the 
fatality rate (among prematures) according to size 
of hospital’’ is not necessarily contradictory because 
total bed capacity and volume of obstetrics do not 
always bear the same relationship. 

The general hospitals of small size and with small 
obstetric services are many and their number may 
actually be increasing as a result of the grant-in-aid 
program for construction of hospitals. If the nursery 
of type 3 is the best that can reasonably be provided 
in the exceedingly small hospital and if the hospitals 
with slightly larger obstetric volume cannot provide 
case volume, facilities and staff to maintain a type 1 
nursery, then care of the prematurely born is a field of 
service which calls for coordination among hospitals. 

Despite the fact that the percentage improvements 
in fatality rates are sizable figures, the actual number 
of infants who might have been saved, if they had 
been given care in special premature nurseries rather 
than in nurseries of types 2 and 3 is small when mea- 
sured in terms of the results of traditional public health 
programs. If it is assumed that the percentage improve- 
ments in mortality found on the standardized popu- 
lation had applied to nonwhites and multiple births, 
and the 2,778 infants given care in the type 2 nurseries 
and the 1,189 in type 3 had all received care in Prema- 
ture Centers, 308 more babies would have been saved. 
The 1,264 deaths which occurred among the 5,459 
premature infants would then have been reduced to 
956. This represents a hypothetical saving of 24.5 
per cent, which, according to the data here presented, 
could be attained at no added cost. 

Until premature birth can be prevented, a pattern of 
care which can provide a saving of one fourth of the 
infants now lost—provided the foregoing hypothesis can 
be substantiated—appears to be worth striving to attain. 
As a starting point, certainly this hypothesis should be 
put to test by the accumulation of additional data. 


SUMMARY 

This study, which covers all hospitals with nursery 
service in an area of 56,000 square miles and a popu- 
lation of over 4,500,000, compares the mortality among 
5,459 premature infants during the first few weeks of 
life according to the kind of nursery in which care 
was given. 

Four categories of nursery are defined on the basis 
of arrangement, equipment and staff. 

The results, figured on a population standardized for 
sex, race, birth-share and birth-weight distribution, 
show lower fatality rates in nurseries which are sepa- 
rate, weil equipped architectural units with a separate 
qualified nursing staff and supervision by pediatricians. 

The cost of care in the hospitals with the special 
equipment and staff and the cost of transportation to 
these hospitals does not exceed cost of care in other 
hospital environments. 

These observations with regard to mortality and costs 
warrant confirmation by the accumulation of further 
experience. 





13. Schlesinger, E. R., and Parkhurst, E.: Variation in the Hospital 
Care of Premature Infants, Am. J. Pub. Health 39: 839-844, 1949. 
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GAMMA BENZENE HEXACHLORIDE.—Gexane 
(StrRasENBURGH).—Gamma isomer of 1,2,3,4,5,6-hexachloro- 
cyclohexane.—CsHeCle—M.W. 290.79.—The structural formula 
of benzene hexachloride may be represented as follows: 


¢ 


cl 


Actions and Uses.—y-Benzene hexachloride is applied to the 
skin as a scabicide and pediculicide. Because the drug is highly 
toxic its application to man must be supervised by a physician. 
Animal experiments indicate that it may be readily absorbed 
through the skin. It may however be safely used in concen- 
trations up to | per cent if prolonged or repeated application 
is avoided. A single application is usually adequate to elimi- 
nate the active parasites; a second or third application may be 
required on rare occasions. The nits are not dissolved. It is 
somewhat irritating to mucous membranes and should not be 
permitted to come in contact with the eyes. The presence of 
secondary infection does not interfere with its use, but other 
appropriate measures may be required to control such com- 
plications. 

Dosage—vy-Benzene hexachloride is applied topically as a 
lotion or ointment containing up to 1 per cent. Usually not more 
than 30 cc. of such a preparation is sufficient for a single treat- 
ment. It should be applied directly to the involved areas of the 
skin or hair and to a sufficient surrounding noninvolved area 
to insure adequate treatment. When the preparation is applied 
to the scalp, a towel should be worn over the head for one 
hour after application and, in the case of female patients, it 
may be advisable to cut the hair before treatment. A small 
brush may be used to facilitate thorough application to the 
scalp. All clothing and bed linen should be thoroughly steril- 
ized by boiling to prevent reinfection; wool garments should 
be dry cleaned. Patients should be instructed not to bathe 
or wash the hands or hair for at least 24 hours after treat- 
ment. A second application may be made after one week if 
the first is not successful. It is recommended that y-benzene 
hexachloride be applied no more than three times as repeated 
use may irritate the skin. 


Tests and Standards.— 


Physical Properties: ‘y-Benzene hexachloride is a white crystalline 
powder with a musty oder. It is insoluble in water; freely soluble in 
glacial acetic acid, benzene, chloroform and ether; soluble in alcohol 
and in hot nitric acid, and slightly soluble in ethylene glycol and 
glycerine. 

Identity Tests: Add about 0.1 Gm. of y-benzene hexachloride to a 
solution of about 0.05 Gm. of resorcinol in 5 ml. of acetone and shake 
the mixture until the benzene hexachloride dissolves. Add 5 drops of 
strong ammonia solution, shake and allow to stand. Slender, needle-like 
crystals, which are colorless at first and become orange after 24 to 48 
hours, deposit about half-way up the tube in 3 to 24 hours. The 
crystals melt between 111.5 and 113.5 C. 

Purity Tests: Place about 0.1 Gm. of y-benzene hexachloride in a test 
tube with 10 ml. of water, shake well and filter. Add 1 ml. of nitric 
acid and 3 mil. of silver nitrate T.S. to the filtrate: no turbidity develops. 

Ty an accurately weighed sample of about 5 Gm. of ‘y-benzene 
hexachloride at 105 C. for 4 hours: the loss in weight does not exceed 
2 per cent. 

Assay: Accurately weigh about 0.1 Gm. of y-benzene hexachloride 
previously dried in an oven at 105 C. and dissolve it in 90 per cent 
alcohol containing 0.3 Gm. of sodium hydroxide (enough to decompose 
the material to sodium chloride and trichlorobenzene). Reflux the 
solution for 2 hours x! transfer it to a beaker. Evaporate the 
solution to dryness. To the residue add 100 ml. of water and warm 
until a clear solution is obtained. Add nitric acid dropwise until the 
solution is neutral to litmus, add 0.5 ml. excess nitric acid and then, 
with stirring, exactly 20 mi. of 0.1 N silver nitrate. Heat the beaker 
on a steam bath until coagulation is complete. Filter, and wash the 
precipitate several times with water. Titrate the combined filtrate and 
washings with 0.1 N potassium thiocyanate using 2 ml. of ferric 
ammonium sulfate T.S. as an indicator. Each ml. of 0.1 N_ silver 
nitrate reacting with the chloride is equivalent to 0.009693 Gm. of 
benzene hexachloride. The amount of benzene hexachloride present is 
not less than 99 nor more than 102 per cent on 4 dry basis. 
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Dosage Forms of y-Benzene Hexachloride 

Lotion. Identity Tests: Weigh an amount of lotion equivalent to 
about 0.1 Gm. of y-benzene hexachloride into a glass-stoppered flask 
and add 60 ml. of glacial acetic acid. Mix until no more lumps remain, 
Filter through an open filter paper, rinsing the residue with 15 ml, of 
glacial acetic acid. To the filtrate add strong ammonia solution with 
stirring until yellow droplets appear on the surface of the solution. 
The solution should still be acidic. Allow the mixture to cool to Toom 
temperature and filter it through an open filter paper. Let the filtrate 
stand for 1 or 2 days. Shiny crystals will separate. Filter the mixture, 
wash the crystals with water and dry them in a vacuum. They melt 
between 112 and 114 C. 

Warm, with stirring, an amount of lotion equivalent to about 50 mg. 
of ¥- -benzene hexachloride in 100 ml. of water, cool and filter. To the 
clear filtrate add 3 ml. of nitric acid and 10 ml. of silver nitrate T.S,; 
no precipitate forms. 

Assay: Accurately weigh an amount of lotion equivalent to about 
0.1 Gm. of y-benzene hexachloride into a round-bottomed flask, add 
50 ml. of alcohol and 1 Gm. of sodium hydroxide. Reflux the mixture 
for 2 hours. Transfer the solution to a beaker and evaporate the 
alcohol. Add 50 ml. of water to the residue and warm the mixture 
until a clear solution results. Add diluted nitric acid dropwise until 
the solution is neutral to litmus and then, with stirring, add excess acid 
until coagulation occurs. Filter through an_ open filter paper, rinsing 
the precipitate with water. Extract the filtrate with three 40 mi. 
portions of ether and wash the combined ether extracts with three 10 mi, 
portions of water. Combine all the water solutions and discard the 
ether layer. Add exactly 20 ml. of 0.1 N silver nitrate and proceed 
as directed in the assay in the monograph on ‘y-Benzene Hexachloride 
starting with, “Heat the beaker on a steam bath. . ” The amount 
of benzene hexachloride present is not less than 95.0 nor more than 
105.0 per cent of the labeled amount. 

OtntmentT. Identity Tests: The ointment responds to the identity 
tests in the section on y-benzene hexachloride lotion. 

Assay: The ointment is analyzed as described in the assay for ‘y-ben- 
zene hexachloride in the section on the lotion. The amount of benzene 
hexachloride present is not less than 90.0 nor more than 110.0 per cent 
of the labeled amount. 

R. J. StRaAseNBURGH Co., RocHEsTeR 4, N. Y. 
Liquid Gexane 1%: 59.14 cc., 473 cc. and 3.78 liter bottles: 
A lotion containing 10 mg. of y-benzene hexachloride in each cc. 
Ointment Gexane 1%: 21.26 Gm. tubes and 454 Gm. jars: 
An ointment containing 10 mg. of -benzene hexachloride in 
each Gm. 


METHYLBENZETHONIUM CHLORIDE.—Diapa- 
rene Chloride (HomEeMAKERS’ Propucts).—CsHuC1NO,H.O, 
—M.W. 480.11—Benzyldimethyl (2-[2-(p-1,1,3,3-tetramethyl- 
butylcresoxy)-ethoxy]Jethyl) ammonium chloride.—The struc- 
tural formula of methylbenzethonium chloride may be 
represented as follows: 
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Actions and Uses.—Methyl benzethonium chloride is a qua- 
ternary ammonium salt with surface active and disinfectant 
properties similar to those of other cationic detergents. Its 
use is recognized only for bacteriostasis of the intestinal sapro- 
phyte, Bact. ammoniagenes (Alcaligenes ammoniagenes), chiefly 
responsible for the production of ammonia in decomposed urine. 
Its employment is therefore restricted to the prevention of 
ammonia dermatitis in infants by disinfection of diapers. Its 
action against other bacteria has not been sufficiently studied 
to warrant its use as a general purpose local antiseptic. When 
other forms of rash appear or actual treatment becomes nec- 
essary, the supervision of a physician is required. The systemic 
toxicity and local sensitizing properties of methylbenzethonium 
chloride are sufficiently low to permit its safe use in the home 
for the disinfection of infant diapers. 

Dosage-—Methylbenzethonium chloride is used in a clear 
solution of approximately 1: 25,000. The quantity of solution 
made by the addition of 0.09 Gm. (one tablet crushed to powder) 
to about 2,000 cc. (two quarts) of warm water is sufficient for 
rinsing six diapers. The washed diapers should be freed of 
soap before rinsing to avoid soap inhibition of the disinfectant, 
and placed in an empty basin. The solution is then poured 
over each diaper, thoroughly stirred and allowed to stand for 
at least three minutes. Diapers are then wrung out and dried 
without rerinsing. This procedure will usually protect the 
diapers against urine decomposition for 15 hours of use, but it 
is not recommended that wet diapers be left unchanged, since 
this may encourage maceration of the skin or chilling of the 
infant. Rinsing of the night diapers usually provides sufficient 
protection, but when necessary the daytime diapers should also 
be rinsed. ‘ 

Precautions should be taken to avoid accidental oral ingestion 
of the tablets. 

Tests and Standards.— 

Physical Properties: Methylbenzethonium chloride forms colorless, 
odorless crystals with a bitter taste. The melting range on the hot stage 
of a microscope is_ 161-163 C. It is readily soluble in alcohol, hot 
benzene, cellosolve.® chloroform and water. It is insoluble in carbon 
tetrachloride and ether. 
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Identity Tests: To 1 ml. of a 1 per cent solution of methylbenzethon- 
ium chloride add 2 ml. of alcohol, 0.5 ml. of diluted nitric acid and 
1 ml. of silver nitrate T.S.: a flocculent white precipitate appears, 
which is insoluble in diluted nitric acid but soluble in diluted ammonia 
solution (presence of chloride). 

Dissolve about 0.1 Gm. of methylbenzethonium chloride in 1 ml. of 
sulfuric acid, add 0.1 Gm. of sodium nitrate and heat on a steam bath 
for 3 minutes. Dilute the solution to 10 ml., add 0.5 Gm. of granulated 
zinc and warm for 10 minutes. Cool, add 0.2 Gm. of sodium nitrite to 
1 ml. of the clear liquid and add this mixture to 0.02 Gm. of G salt 
(sodium 2-naphthol-6,8-disulfonate) in 1 ml. of strong ammonia solu- 
tion: the solution turns orange-red and a brown precipitate may appear. 

Purity Tests: Dry about 0.1 Gm. of methylbenzethonium chloride, 
accurately weighed, in a platinum dish in an oven at 105 C. to constant 
weight: the loss in weight is not less than 3.5 nor more than 4.2 
per cent. 

Ignite about 1 Gm. of methylbenzethonium chloride: the ash is not 
more than 0.1 per cent. 

Assay: (Methylbenzethonium Chloride) Transfer about 1 Gm. of 
methylbenzethonium chloride, accurately weighed, to a 100 ml. volumetric 
fiask and make up to the mark with water. Mix, and transfer exactly 
25 ml. of this solution to a 100 ml. volumetric flask. Add 5 ml. of 
buffer solution (260 Gm. of sodium acetate and 250 ml. of 36 -per cent 
acetic acid mixed with water to make 1,000 ml.) and exactly 50 ml. 
of 0.01 M potassium ferricyanide (weigh exactly 3.2922 Gm. of potas- 
sium ferricyanide crystals, dried for 1 hour at 105 C., and dissolve 
in water to make 1,000 ml.). Make up to 100 ml. with water, mix 
well and allow to stand for 1 hour with occasional shaking. Filter 
through a dry, close filter paper and discard the first 20 ml. of- filtrate. 
Transfer exactly 50 ml. of the subsequent filtrate to a 250 ml. flask. 
Add 5 ml. of potassium iodide T.S. and 5 ml. of diluted hydrochloric 
acid. After 1 minute add 10 ml. of 10 per cent zinc sulfate and titrate 
with 0.01 N sodium thiosulfate, adding starch T.S. as an indicator near 
the end-point. Conduct a blank determination at the same time with the 
same quantities of reagents. The amount of methylbenzethonium chloride 
in the aliquot taken is equal to 0.0140 multipled by the difference in 
volumes of sodium thiosulfate solution used for the blank and for the 
determination. The amount of methylbenzethonium chloride present is 
not less than 97 nor more than 103 per cent. 

(Chloride) Transfer about 2 Gm. of methylbenzethonium chloride, 
accurately weighed, to a 100 ml. volumetric flask, dissolve it in 30 ml. 
of water, add 10 ml. of nitric acid and 50 ml. of 0.1 N silver nitrate 
and dilute to the mark. Mix well and filter the mixture through a dry 
paper. To 25 ml. of the filtrate add 1 ml. of 10 per cent ferric 
ammonium sulfate and titrate the excess silver nitrate with 0.1 N 
ammonium thiocyanate. Each ml. of 0.1 N ammonium thiocyanate 
consumed is equivalent to 0.003546 Gm. of chloride. The amount of 
chloride present is not less than 7.6 nor more than 8.0 per cent. 

(Nitrogen) Transfer about 1 Gm. of methylbenzethonium chloride, 
accurately weighed, to a semi-micro Kjeldahl flask and determine the 
nitrogen as directed in U. S. P. XIII, page 67 Each ml. of 0.1 
N acid consumed is equivalent to 0. 001401 Gm. of nitrogen. The 
amount of nitrogen present is not less than 2.7 nor more than 3.2 
per cent. 

Dosage Forms of Methylbenzethonium Chloride 
Tastets. Identity Tests: Crush a quantity of tablets sufficient to 


contain 0.2 Gm. of methylbenzethonium chloride in a 250 ml. beaker, » 


add 20 ml. of benzene, stir the mixture and warm the beaker on a 
steam bath. Filter the mixture while hot through a close filter paper. 
Cool the filtrate, filter off the crystals of methylbenzethonium chloride 
which separate, and wash them with small amounts of ether. The 
dried crystals melt between 161 and 163 C. on the hot stage of a 
microscope and respond to the identity tests described in the monograph 
for Methylbenzethonium Chloride. 

Assay: Accurately weigh 20 tablets and grind them. Transfer to a 
100 mi. volumetric flask a quantity of powder, accurately weighed, 
sufficient to contain about 1 Gm. of methylbenzethonium chloride. Make 
up to the mark with water. Proceed as directed in the assay for 
methylbenzethonium chloride in the monograph for Methylbenzeth onium 
Chloride beginning with, “. . . transfer exactly 25 ml. of this 
soluton to a 100 ml. volumetric flask. Add 5 ml. of buffer solution 

The amount of methylbenzethonium chloride present is not 
less dias 95 nor more than 105 per cent of the labeled amount. 


Homemakers’ Propucts Corp., New York 10 
Tablets Diaparene Chloride: 0.09 Gm. 


PYRIDOXINE HYDROCHLORIDE (See New and 
Nonofficial Remedies 1950, page 485). 

The following dosage forms have been accepted: 
E. S. Miter Lasoratories, Inc., Los ANGELES 

Solution Pyridoxine: 1 cc. smnguie and 15 cc. vials: A 
solution containing 50 mg. of pyridoxine hydrochloride in each 
cc. Preserved with 0.5 per cent chlorobutanol. 

Tablets Pyridoxine Hydrochloride: 5 and 50 mg. 


METHAMPHETAMINE HYDROCHLORIDE (See 
New and Nonofficial Remedies 1950, page 214) 

The following dosage forms have been accepted: 
Eut Litty anp Co., INDIANAPOLIS 

Elixir Amphedroxyn Hydrochloride: 473 cc. and 3.78 
liter bottles: A solution containing 0.62 mg. of methampheta- 
mine hydrochloride in each cc. 

Tablets Amphedroxyn Hydroxide: 2.5 and 5 mg. 


METHYLTESTOSTERONE (See New and Nonofficial 
Remedies 1950, page 359). 

The following dosage form has been accepted: 
Puysicrans’ Diuc AND Supply Co., PHILADELPHIA 

Tablets Methyltestosterone: 10 mg. 
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ACCEPTED FOODS 
The following products have been accepted as conforming to 
the rules of the Council. 
James R. Witson, M.D., Secretary. 








Bercut-Richards Packing Company, Sacr ito, Calif. 


SacRaAMENTO Branp Dietetic Pack AspPARAGUS consists of the 
vegetable itself, packed in water without any added salt. 

a (submitted by manufacturer).—Total solids 4.49%, moisture 
95.51%, ash 0.5%, fat (ether extract) 0.015%, protein (N X 6.25) 
1.6%, "available carbohydrates 1.79%, crude fiber 0.5%, carbohydrates 
other than crude fiber (by difference) 2.29%, sodium 0.02%. 

Calories.—0.15 per gram; 4.3 per ounce. 

Use.—For use in calory-restricted and salt-restricted diets. 


SACRAMENTO Branp Dietetic Pack Tomatoes consists of the vege- 
table itself, without any added salt. 

Analysis (submitted by manufacturer).—Total solids 5.90%, moisture 
94.10%, ash 0.5%, fat (ether extract) 0.4%, protein (N xX 6.25) 
0.8%, "available carbohydrates 3.00%, crude fiber 0.60%, carbohydrates 
other than crude fiber (by difference) 3.60%, sodium 0.02%, vitamin C 
22.5 mg./100 ml. 

Calories.—0.18 per gram; 5.1 per ounce. 

Use.—For use in calory-restricted and salt-restricted diets. 


Sacramento Branp Dietetic Pack Tomato Juice consists of the 
juice itself, without any added salt. 

Analysis (submitted by manufacturer).—Total solids 4.47%, rare 
95.53%, ash 0.56%, fat (ether extract) 0.03%, protein (N XX 6.25) 
0.55%, available carbohydrates 2.81%, crude fiber 0.24%, carbohydrates 
other than crude fiber (by difference) 3.05%, sodium 0.02%, vitamin C 
20 mg./100 ml. or more when packed. 

Calories.—0.15 per gram; 4.2 per ounce. 

Use.—For use in calory-restricted and salt-restricted diets. 


SacRAMENTO Branp Hatves UNPEELED Apricots consists of the 
fruit itself, packed in water without any added sugar or salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 7%, protein (N x 6.25) 0.6%, fat 
(ether extract) 0.1%, ash (minerals) 0.3% 

Calories.—0.31 per gram; 8.8 per ounce. 

Use.—For use in calory-restricted diets, 


SacRAMENTO Branp Fruit Cocktart consists of peaches, pears, 
grapes, pineapple and artificially colored and flavored cherries packed 
in water without any added sugar or salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus —* fiber) 7%, protein (N x 6.25) 0.3%, fat 
(ether extract) 0.1%, ash (minerals) 0.3%. 

Calories.—0.36 om gram; 10.2 per ounce. 

Use.—For use in calory-restricted diets. 


SacrRaMENTO Branp Hatves YELLOW CLING PEAcHEs consists of the 
fruit itself packed in water without any added sugar or salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 7%, preasta (N x 6.25) 0.5%, fat 
(ether extract) 0.4%, ash (minerals) 0.3% 

Calories.—0.34 per‘gram; 9.6 per ounce. 

se.—For use in calory-restricted diets. 


SACRAMENTO BRAND SLIcED YELLow CLING PEACHES consists of the 
fruit itself packed in water without any added sugar or salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 7%, protein (N x 6.25) 0.5%, fat 
(ether extract) 9.4%, ash (minerals) 0.3%. 

Calories.—0.34 per gram; 9.6 per ounce. 

Use.—For use in calory-restricted diets. 


SACRAMENTO Branp Hatves Pears consists of the fruit itself packed 
in water without any added sugar or salt. 

Analysis (submitted by manufacturer).—Available carbohydrates (total 
carbohydrate minus crude fiber) 7%, protein (N x 6.25) 0.5%, fat 
(ether extract) 0.4%, ash (minerals) 0.3%. 

Calories.—0.34 per gram; 9.6 per ounce. 

Use.—For use in calory-restricted diets, 


H. J. Heinz Company, Pittsburgh, Pennsylvania. 


Hetnz STRAINED VEGETABLES AND BEEF. Ingredients: Carrots, beef, 
farina, potatoes, tomato solids, barley flour, celery, onions, yeast extract, 
salt, mono-sodium glutamate and beef extract. 

Analysis (submitted by manufacturer).—Total solids 13.71%, total 
sugar as sucrose 0.89%, protein (N X 6.25) 3.38%, fat (by acid 
hydrolysis) 1.24%, _ fiber 0.58%, ash 1.26%, total carbohydrates 
(by difference) 7.30 

Vitamins and jmear 

PE, AE. cesseqecconsss 
Thiamine ..... 
Riboflavin ......... 
Ascorbic acid 
Nicotinic acid 
CEE cocssercec : 

PRRUEED. ccvecnanpecktvcessess 

TOT ccccsseceseereeesseseess 

CED ot cdicrcececocecencécesewess 

TED. kcisvccoeseoseecssce 

Calories.—0.54 per gram; 15.2 per ounce. 

Use.—For use in the feeding of infants, convalescents and others 
requiring a soft diet. 


Per Hundred Grams 
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BLOOD PROCUREMENT 


Through its Committee on Blood Banks, the Ameri- 
can Medical Association has cooperated with the 
American National Red Cross in a national blood pro- 
curement program. The several actions of the House 
of Delegates and of the Committee on Blood Banks 
regarding blood bank matters, from June 1947 to 
August 1950 have been summarized in a report by 
the committee at its most recent meeting. The report 
was submitted by the committee to the Board of 
Trustees on Sept. 15, 1950, which approved it and 
authorized its publication. This report (M-38) may 
be obtained from the Bureau of Medical Economic 
Research, American Medical Association, 535 North 
Dearborn Street, Chicago 10. It contains the full text 
of the agreement’ reached in Boston by the several 
interested groups, and the complete text of the letters 
from the Secretary of Defense and from the National 
Security Resources Board designating the American 
National Red Cross as the military and civilian agency 
in blood bank matters and the letters of acceptance from 
the American National Red Cross. 

The House has endorsed the idea of a national blood 
procurement program under the auspices of the Ameri- 
can National Red Cross. As problems have arisen, 
the American National Red Cross has at, different 
times expressed a desire to solve them and has made 
specific agreements with the American Medical Asso- 
ciation. In these argreements the American National 
Red Cross accepted liaison with the American Medical 
Association through the Committee on Blood Banks. 
It has been agreed that, to insure safety to recipients, 
the responsibility for technical details must rest on 
properly trained personnel under the control of local 
or state medical societies, and that local control must 
be exercised by the county medical society, which 
should be the initial contact in the contemplation of 
inauguration of a new blood bank. No publicity or 
news releases are to be issued except by mutual consent 
of the local county medical society and the local chapter 





1. Blood Collection, editorial, J. A. M. A. 143: 1417 (Aug. 19) 1950. 
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of the American National Red Cross. Differences of 
opinion in establishment or operation of a blood bank 
in either administrative or technical detail are to be 
arbitrated at state levels by joint committees from the 
state medical society and the American National Red 
Cross. It has been generally agreed that the principle 
of blood replacement by the patient, his family, his 
friends or his organizations is sound, and interbank 
exchange of blood on a unit for unit basis should be 
encouraged. 

On July 11 and 12, 1950, at a meeting in Boston of 
the Committee on Blood and Blood Derivatives of the 
American National Red Cross, together with its Medi- 
cal Advisory Committee on the National Blood 
Program, there were present, by invitation, repre- 
sentatives of the American Medical Association, the 
American Hospital Association and the American Asso- 
ciation of Blood Banks. The agreement’ drawn up 
at this meeting sets forth the relation among these 
four organizations in peacetime and in the. event of a 
national emergency. 

The Committee on Blood Banks heartily approves the 
agreement reached in Boston and has been notified of 
approval by the Board of Trustees. The committee 
recognizes that the modus operandi of this agreement 
will necessitate many adjustments to meet local con- 
ditions. From time to time the committee will report 
to the Board of Trustees plans for implementation of 
this agreement with the recommendation that they be 
published. At an early date the American National 
Red Cross will request the cooperation of a number of 
cities in the procurement of blood. When a community 
is thus selected, the professional groups interested will 
be invited to work out a program of procurement most 
suitable for that particular community. This group 
will include the local Red Cross chapter, the county 
medical society, local hospitals, local blood banks, if 
any, and probably the local public health officer. 

The American National Red Cross has been desig- 
nated by the Secretary of Defense as the official procure- 
ment agency for blood and blood derivatives for the 
needs of the armed forces, and the National Security 
Resources Board has similarly designated the American 
National Red Cross “to accept the responsibility of 
coordinating a nationwide civil defense blood program 
for recruitment of donors and collecting, storing, 
processing, and preparing for shipment of blood and 
blood derivatives.” 

All federal agencies designating the American 
National Red Cross in blood procurement will charge 
this organization with the responsibility not only of 
blood procurement but also of securing necessary cor- 
relation and cooperation of other agencies interested in 
blood procurement. The Department of Defense expects 
to reimburse the American National Red Cross for 
actual costs incurred in procurement of blood and blood 
derivatives for the armed forces. 
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In its study of the blood bank resources of the United 
States and possessions, the Bureau of Medical Economic 
Research of the American Medical Association has 
found that the 34 regional centers of the American 
National Red‘ Cross issue less than 15 per cent of the 
blood used as whole blood. The rest is issued by hos- 
pital and nonhospital blood banks. Hence the Ameri- 
can National Red Cross must rely on the cooperation 
of the other blood banks which are currently procuring 
most of the blood. The American National Red Cross 
believes it can double its output with present centers 
and equipment. 

The Committee on Blood Banks is of the opinion that 
a large scale emergency blood program, whether regional 
or national, can be successful only if the American 
National Red Cross has the willing and wholehearted 
cooperation of all other agencies in the blood procure- 
ment field. It believes that other blood banks can 
procure emergency blood under the special motivation 
that would exist and channel it through the American 
National Red Cross to the official agencies for which it 
procures. Joint efforts at the regional, state and local 
levels are indispensable. 

The Committee and the American National Red Cross 
at their meeting on Aug. 13, 1950 agreed to ratify and 
confirm all previous agreements, including the “Boston 
Agreement”; that the American National Red Cross 
encourage its local chapters, on request of a blood bank 
cooperating in the emergency program, assist in the 
procurement of donors for the cooperating blood banks ; 
that in event of local disaster, blood requisitioned from 
local blood banks by the American National Red Cross 
be entered as a credit to that bank as in interbank 
exchange, and that the American Medical Association 
offer its wholehearted cooperation in the National 
Emergency Blood Program and encourage other inter- 
ested organizations to offer theirs. 

To assure that this cooperative plan of blood procure- 
ment be fully effective, the American Medical Associa- 
tion has recommended to the American National Red 
Cross that the regional, state and local coordinating 
organizations of the American National Red Cross 
Blood Program include full and adequate representation 
of physicians, hospitals, non-Red Cross blood banks 
and health departments, state and local. It was also 
recommended that all public relations, publicity and 
campaign efforts emphasize the cooperative nature of 
the National Blood Program, listing the names of the 
cooperating organizations, and in local areas adding 
the names of the cooperating blood banks and hospitals. 
The American Medical Association has further recom- 
mended to Mr. W. Stuart Symington, Chairman, 
National Security Resources Board, that the National 
Security Resources Board’s Advisory Committee on 
National Emergency Blood Program be continued. The 
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American Medical Association has also recommended to 
the Department of Defense, the National Security 
Resources Board and the American National Red Cross 
that, in deriving formulas for cost reimbursement, con- 
sideration be given to the necessity of having such 
formulas applicable to other agencies cooperating in 
the emergency blood procurement program. 

The Board of Trustees has approved the study of the 
annual costs of accreditation of blood banks and the 
problem of integrating such a program with the present 
hospital inspection program of the Council on Medical 
Education and Hospitals before steps are taken to carry 
out the action of the House of Delegates on this matter. 
This study will be made jointly by representatives from 
the Committee on Blood Banks, the Council on Medical 
Education and Hospitals and the Bureau of Medical 
Economic Research. 

Aiter consultation with various advisors, the Com- 
mittee on Blood Banks concluded that mass typing of 
the general population is costly and inadvisable for 
technical reasons, including that of hazards to the 
patient introduced by dependence on such typing. 
Previous experiences in mass typing have been dis- 
turbing rather than reassuring. On the advice of federal 
officials, the committee stressed the importance of 
increasing the production of blood substitutes as well as 


‘whole blood in the present emergency. 


‘WORLD MEDICAL ASSOCIATION 


Recent information on the coming meeting of the 
World Medical Association (October 16-21) indicates 
so far that twenty-nine countries will be represented. 
Since this was mentioned in this column of THE Jour- 
NAL‘ information on other events has been obtained. 
For example, the Schering Corporation has arranged a 
social meeting on Thursday, October 19, for all visitors 
immediately before the dinner sponsored by the Ameri- 
can Medical Association, and the Nepera Chemical 
Company will sponsor a luncheon for the medical 
editors on Saturday, October 21. Twenty other organi- 
zations are contributing gifts to the ladies, for whom 
there will be an extensive program during the week 
of the meeting. Luncheons, teas, sight-seeing tours, 
gift baskets, flowers, corsages and other favors will 
help make their visit and participation even more 
pleasant. 

The United States Public Health Service has made 
available a grant to support the scientific activities of 
the convention. Simultaneous translation equipment, 
such as is used for the United Nations, has been supplied 
and the printing of the programs has been made pos- 
sible through this grant. 





1. Meecine of World Medical Association, editorial, J. A. M. A. 144: 
316 (Sept. 23) 1950. 
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The coming meeting of the World Medical Associa- 
tion offers much for all members and visitors. It will 
be well attended, and the representatives from other 
countries will have a first hand opportunity to meet 
again with medical and other leaders on this continent 
and to share views and scientific data gathered through- 
out the world. 


A CRY IN THE WILDERNESS 


The latest appeal in this country for support of a 
compulsory health program sounds as plaintive as the 
cry of a child lost in the wilderness. Perhaps timbre 
is lost because of the desperation felt by those who 
would lend aid to socialistic control rather than attempt 
to advance the aims of a free people living in a free 
country. In any event, the cry is much more like a 
squeal than a shout. It sounds like a bleat—and a 
distressed one at that. 

There recently have been circulated a reproduction 
of a statement by Representative John D. Dingell 
which from its appearance seems to have come from 
the Congressional Record, a clipsheet on medical care 
which is available from the Publicity Division of the 
Democratic National Committee and a mimeogram 
signed by India Edwards of the Women’s Division, 
Democratic National Committee. Part of Mr. Dingell’s 
statement was presented in the House of Representa- 
tives Sept. 14, 1950. Like so many politically expedi- 
ent statements, it contains its appropriate share of 
misrepresentation. Even the caption of this reproduc- 
tion is misleading as it reads “Help Fight Medical 
Lobby $20,000,000 Smear Campaign!” Mr. Dingell 
then proposes: “I suggest the people put in a telephone 
campaign before October 8. If each person calls 10 
others, and each of these calls 10 others, every one will 
be on the alert.” 

Of course Mr. Dingell errs in calling the educational 
campaign of the American Medical Association a smear 
campaign. Perhaps he should have used the words 
“smash campaign” because the Association, although it 
has no intention of smearing anyone, is determined to 
do its best to smash infiltrating elements that would 
destroy Americanism. Sometimes those who use the 
word smear so freely should look for its true meaning in 
a dictionary—a book we will be glad to loan at any time 
to those who seem oblivious of its purpose. Mr. Dingell 
is flattering when he states that the American Medical 
Association “hopes for tie-in advertisements on the 
radio and in newspapers that may reach the staggering 
total of $19,000,000.” He is flattering in his estimate. 
However, the actual amount of tie-in advertising spon- 
sored by other groups which believe with physicians 
that the voluntary way is the American way may equal 
or double the million dollars spent by the American 
Medical Association. 





3 A. M. A. 
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Mrs. Edwards’ mimeogram is the crowning item in 
the three-piece mailing. However, like other: crowns, 
it is uncertainly perched. Over her signature the 
reader is informed, in part: “Cong. Dingell of Michi- 
gan has exposed a malicious plot against the President, 
the Administration, the Democratic Party and our 
Democratic candidates. The American Medical Asso- 
ciation is spending more than a million dollars and is 
hoping its friends will spend another 19 million dollars 
in a stupendous advertising campaign to run for two 
weeks beginning October 8th. This campaign on the 
surface will appear to be an attack on the President's 
Health Program and will hope to achieve its aims by 
besmirching our program by calling it ‘socialistic,’ 
Actually, as Cong. Dingell points out, this is a ‘smoke 
screen.’ The real purpose is to beat Democrats at 
the polls.” 

Such an accusation is typical of the many false 
mouthings so often heard today. The American Medi- 
cal Association is a firm believer in the two party 
system. It is proud of the fact that it has many friends 
in the Democratic and Republican parties. And its 
membership includes Democrats and Republicans, a 
fact attested to by President Henderson’s special 
message (page 553). The Association does not take 
sides politically, but its members and their friends 
are free to support whatever candidate or party they 
desire. Obviously, the Association is interested in 
encouraging that which is best for the nation. It is 
determined to carry to the people the true story of 
what they have and can hold, of what they can do to 
help better their health and that of their neighbors 
and of what they stand to lose if they become governed 
by compulsion guided. by political greed. 

Mrs. Edwards’ statement itself is a smoke screen. It 
and other similarly oblique appeals indicate a lack of 
willingness to discuss openly the intrinsic merits of the 
issue ; instead, there is resort to political subterfuge to 
circumvent the issue. Such attacks appear to reflect 
the deep straits in which the planners believe they are. 


PREPAYMENT PLANS AND RESTRAINT 
OF TRADE 


Elsewhere in this issue (page 555) appears a con- 
densation of a preliminary opinion in an Oregon case 
involving the legality under the Sherman Anti-Trust 
Act of prepayment medical care plans as operated by 
the Oregon State Medical Society and certain county 
and regional societies. The legality of the plans was 
upheld. The issues involved in the case were of the 
utmost importance, and the conclusions reached by 
federal Judge McColloch may well serve to clarify the 
thinking of those who pretend to see in medically 
sponsored prepayment medical care plans a motivation 
to monopolize the field by forcing restraints on others. 
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THE PRESIDENT’S PAGE 


A SPECIAL MESSAGE 


The following memorandum was sent by me to all 
members of Congress. It is reproduced here so that 
you may be kept informed of some of the problems 
today facing the medical profession: 

I inclose herewith a page from the Congressional 
Record, dated September 12, as it is being reprinted and 
distributed by the Honorable John D. Dingell of Michi- 
gan. This reprint is titled: “Help Fight Medical-Lobby 
Twenty Million Dollar Smear Campaign.” 

Also enclosed is a copy of the medical profession’s 
newspaper advertisement to which Mr. Dingell’s com- 
ments refer. 

We have felt that placing medicine’s story as the 
doctors see it in the public press, at the doctors’ own 
expense, is in the finest American tradition. The 
material in the ad is carefully prepared, and pre- 
sented with good taste, we believe. It 
will appear next week in every bona 
fide newspaper of general circulation, 
regardless of any paper’s editorial posi- 
tion on the subject of Compulsory 
Health Insurance. 

I am well aware that Mr. Dingell’s 
exhortation: “Help Fight Medical 
Lobby Twenty Million Dollar Smear 
Campaign,” which he prints under the 
Great Seal of the United States, and 
under the Congressional Record im- 
print, never so appeared in the Con- 
gressional Record. However, as Mr. 
Dingell is equally well aware, most 
Americans who see his ugly document 
will not have the same knowledge. 

Congressman Dingell’s choice of gutter language in 
identifying the subject of his speech does indeed make 
this sensationally distorted version of the Congressional 
Record reprint a “smear” sheet. 

Frankly, I believe most Americans will consider this 
a gross misuse of a public document generally accepted 
as one of the most important and dependable journals 
of American Government. I believe that Mr. Dingell’s 
use of the Congressional Record in this fashion will be 
viewed by most citizens as a travesty on good taste, 
as evidence of opportunistic willingness to damage a 
medium of great public usefulness and dependability, 
for personal political purposes—and a descent into the 
very tactics of which Mr. Dingell is so quick to accuse 
those with whom he disagrees. 

Every member of the Senate and House has been 
sent the complete advertising program of the American 
Medical Association, showing the exact amount doctors 





will expend ($1,110,000) on advertising this year— 
and in what media. Our spokesmen repeatedly have 
said that we hope people who believe “The Voluntary 
Way is the American Way” will double the advertising 
space doctors have paid for in the press, to add to 
the impact of the freedom campaign. 

The figure of $20,000,000, which Mr. Dingell uses, 
is, however, a fraudulent figure released by Mr. Oscar 
Ewing’s office, and is simply another evidence of the 
Federal Security Administrator’s carelessness with facts 
and figures. 

We note that Mr. Dingell is urging every local Demo- 
crat to “‘put on a telephone campaign” on this matter. 
This surprised us somewhat, for we have considered the 
matter of Compulsory Health Insurance much more a 
matter of public health and welfare than Party politics. 
As a matter of fact, we have not sought 
Party endorsements of any kind. Actu- 
ally, there are probably more Demo- 
crats than Republicans among the 
officers and leaders of the American 
Medical Association—including the 
President and the Vice President. I 
myself am a lifelong Democrat. 

As a leader in representative Gov- 
ernment in a time of critical importance 
to the Nation, your candid opinion will 
be of great value on three matters of 
real public interest here: 

1. Has the medical profession’s ad- 
vertising, in your opinion, any element 
of a “smear”? 

2. Is Mr. Dingell’s misuse of the 
Congressional Record in this flagrant fashion a use to 
which members of Congress can subscribe as ethical 
and proper ?—and if not, will Members of Congress be 
likely to take any steps to prevent abuse of this impor- 
tant medium with the public? 

3. Do members of Congress generally agree with 
Congressman Dingell’s conviction that the use of adver- 
tising space in the public press by a business, industry 
or profession, to tell its story, is an “insidious tactic to 
corrupt the public mind”—or do they generally feel 
that such action is a democratic right of any group of 
citizens in a country that believes in free speech? 

We shall look forward with sincere interest to having 
your views on these matters. 


With great appreciation, 
Evtmer L. Henperson, M.D., President, 
American Medical Association. 








554 





J. A. M. A. 
Oct. 14, 1950 


WASHINGTON NEWS 


(From the Washington Office of the American Medical Association) 


Medical Manpower 


Uncertainty over how the federal government will solve its 
medical manpower problems during the emergency is almost 
ended. From now on all physicians not on active military 
duty can look toward Dr. Howard A. Rusk’s advisory com- 
mittee (editorial on Defense Planning, THe JourNat, Sept. 30, 
p. 395) for most of the answers. In making this committee 
responsible for advising National Selective Service on selection 
of physicians for the draft, President Truman took unusual 
action; Dr. Rusk’s committee, already playing a dominant role 
in civil defense planning, now becomes the most important 
civilian group concerned with the procurement of military 
physicians. 

As Health Resources Advisory Committee of the National 
Security Resources Board, this group of eight has a wide range 
of responsibilities in the field of civil defense. For one thing, 
it is the only federal agency in a position to balance civilian 
against military medical demands in the event of atomic bombing 
or other national emergency. In its new capacity as “National 
Advisory Committee on the Selection of Doctors, Dentists and 
Allied Specialists” it also holds top position in the area of mili- 
tary medical manpower procurement. 

At present the committee’s functions are strictly limited in 
each role. Under the new assignment it merely advises Selec- 
tive Service. Nor does it have any operating power in the 
National Security Pesources Board, where it functions as a 
planning and advising agency. Despite these limitations, it is 
certain to exercise great influence in all medical decisions to be 
made in the future. Also, when and if it is found neces- 
sary to delegate more authority in this direction, the committee 
will be ready to assume greater responsibility. It is significant 
that Dr. Rusk is also special advisor to W. Stuart Symington, 
who as chairman of the National Security Resources Board 
has authority to act in the President’s name. 

In addition to advising National Selective Service on general 
policies regarding selection of doctors for the draft, Dr. Rusk’s 
committee will coordinate work of state and local volunteer 
advisory committees which will do the actual selecting. Presi- 
dent Truman made the appointments under sections of the 
doctor draft law which state: 

“The President shall establish a National Advisory Com- 
mittee which shall advise the Selective Service System and 
shall coordinate the work of such State and local volunteer 
advisory committees as may be established to cooperate with the 
National Advisory Committee, with respect to the selection of 
needed persons. The members of the National Advisory 
Committee shall be selected from among individuals who are 
outstanding in medicine, dentistry, and the sciences allied thereto, 
but except for the professions of medicine and dentistry, it shall 
not be mandatory that all such fields of endeavor be represented 
on the committee. 

“In the performance of their functions, the National Advisory 
Committee and the State and local volunteer advisory committees 
shall give appropriate consideration to the respective needs of 
the Armed Forces and of the civilian population for the services 
of medical, dental and allied specialist personnel ; and, in deter- 
mining the medical, dental, and allied specialist personnel avail- 
able to serve the needs of any community, such availability in 
such community of medical, dental, and allied ‘specialist per- 
sonnel who have attained the fifty-first anniversary of their 
birth.” 


Navy Reservists 


Defense Secretary Marshall’s order to the Navy to make V-12 
reserves available to all three services should be good news to 
a few hundred Army reserves, veterans of World War II service. 
It means that the young Navy reserves, who have not had active 
service, will fill most Army posts for the time being. The 
Army’s first call on the Navy was for 235, to be on duty by 
October 15, with a total of 570 to report eventually. The Army, 


incidentally, is attempting to work out a plan for releasing 
World War II medical veterans after three or four months of 
service. The idea is to return the veterans to civilian life as 
soon as nonvyeterans are made available from the Navy, 
as volunteers or as a result of the doctor draft law. Certain 
scarce specialists and command and staff officers will not benefit 
from the new system, which will apply to men already on active 
duty as well as ‘to those to be called in the future. The Army 
does not guarantee that it will be able to carry out this policy 
in every case. As a result of Secretary Marshall’s decision 
that the Navy must supply nonveteran reserves to other services, 
the Army has been able to scale down its most recent call for 
700 reserves. This has been reduced to 500. Most of these will 
be men with World War II experience. However, 350 of the 
500 can look forward to release from active duty after three to 
four months, under the new policy. About 150, specialists and 
men picked for their command and staff experience, will not 
come under the “four month” policy but will have to stay on 
duty as long as they are needed. About 130°0f the 350 already 
have received orders, some to report for duty as early as 
October 14. 

When the doctor draft law goes into operation the Army is 
expected to request about 900 physicians. All would come from 
the first draft priority—men who received all or part of their 
education either as ASTP’s or V-12’s and have not served 
actively. It will be the first contingent of these men, who will 
report for duty probably by the first of the year and will make 
possible the release of World War II reservists. If nonveterans 
start volunteering in any volume in the next few weeks, the 
entire timetable will be stepped up and veterans will come out 
of service even sooner than expected. 


Advice from Selective Service Director 

Addressing a meeting of physicians in Washington, Selective 
Service Director Lewis B. Hershey said that he expects the 
manpower situation to “settle down to an indefinite period of 
stress and strain,” a state of neither total war nor total peace. 

In discussing deferment of students, he cautioned physicians 
not to allow their ranks to become diluted with those listed on 
the “pages and pages” of other occupations, men who “would 
like to join with the physicians to share their privileges but 
who are unable to make the physicians’ contribution—unable 
to save lives.” He said the distinction was between termites 
and good wood. General Hershey, who must administer the 
doctor draft, described it as “one of the strangest laws in 
existence—if it is completely successful, we will be expected 
never to have used it.” He advised registrants to volunteer 
without delay, thereby qualifying for $100 monthly pay bonus, 
“because if you wait too long to pull down the topsail it may 
blow away on you.” 


Notes 

Dr. Leona Baumgartner leaves the U. S. Children’s Bureau 
to return to her former position as assistant commissioner of 
health, New York City. She has been associate chief of the 
Children’s Bureau since June 1949, She will continue to serve 
as a special consultant to the Bureau. Under the 1950 
Amendments to the Social Security Act which went into effect 
in September, payments for old-age and survivors insurance 
increased $50,000,000 over August. August checks totaled 
$61,690,000, September’s jumped to $111,950,000. . . . The 
Army has a new oversized dressing for burns or wounds. 
Dressings consist of an inside or wound layer of absorbent fine 
mesh gauze (can be treated to reduce irritation) and an outside, 
nonabsorbent layer that prevents bacteria from entering the 
wound. The dressing can be worn up to 14 days without danger 
and will be used for first aid treatment. The dressings come 
in two sizes (19 by 24 inches and 34 by 45 inches). The 
smallest is about five times larger than the largest size now in 
use. 
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ORGANIZATION SECTION 


Oregon Physicians Not Guilty of Restraint of Trade 


Under date of Sept. 28, 1950, Honorable Claude McColloch, 
Judge of the United States District Court, District of Oregon, 
handed down certain conclusions in an action instituted by the 
federal government against the Oregon State Medical Society 
and others in which a violation of the Sherman Anti-Trust Act 
was alleged. In this case, the government contended that the 
Oregon State Medical Society, eight county and regional 
societies and others attempted to restrain and monopolize pre- 
paid medical care in Oregon. The court held that none of the 
charges were proved by a preponderance of evidence. In so 
holding, Judge McColloch stated in what may be described as a 
preliminary opinion his conclusions on the main issues involved 
and appended certain notes he had made at various stages 
throughout the trial, as an aid to counsel in the preparation of 
Findings of Fact and Conclusions of Law to be submitted to 
the court as a basis for final judgment. 

After indicating that the main question for determination was 
whether the Oregon physicians in the formation of their own 
prepaid nonprofit organization, Oregon Physicians’ Service, 
violated the federal antitrust laws, and, after answering that 
question broadly in the negative, the preliminary statement or 
opinion contained the following pertinent paragraphs, among 
others : 


I really doubt that the Government believes the operations 
of Oregon Physicians’ Service are monopolistic. Its two chief 
competitors are tremendously profitable; they have the cream 
of the business, going only into selected areas, whereas OPS 
must go everywhere and has many other weaknesses inherent 
in cooperative enterprise. ° 

I hold that Oregon Physicians’ Service is not a conspiracy but, 
rather, an entirely legal and legitimate effort by the profession 
to meet the demands of the times for broadening medical and 
hospital service, eliminating the evils of privately owned con- 
cerns as well as the element of private profit. 

I am assuming (without finding) that interstate commerce is 
involved in this case. 

I will make a finding that defendant doctors and medical 
societies have not restrained or sought to restrain the use of 
hospital facilities by others, except in cases of lawful and legit- 
imate professional discipline of individual doctors for unprofes- 
sional conduct detrimental to their patients, to the hospitals 
and to the public generally. 

The government says regardless of motive, if the necessary 
result of action is monopoly, the statute applies. But I find (1) 
that the motive (intent) of defendants was not to restrain or 
monopolize; and (2) that monopoly did not in fact result and 
does not exist. Nor does unreasonable restraint exist. 

I will make a finding that OPS and the doctor-owned county 
and regional plans are business competitors with the privately 
owned profit making organizations and that, as competitors, the 
doctors have conducted their organizations fairly and well within 
the legal limitations of competitive business practice. 

I will make a finding and/or conclusion that the practice of 
medicine is not a trade within the meaning of the Sherman Law. 

I will make a finding that OPS and the various county or 
regional doctor-owned or doctor-sponsored prepaid medical plans 
were not formed to eliminate or restrain organizations already 
in the field; on the contrary, they were formed to meet the 
social need which had arisen for group medical care, eliminating 
the element of private profit, over and above legitimate hospital 
and medical charges. 

I will make a finding and/or conclusion that defendants have 
not in recent times (if ever) boycotted privately owned hospital 
associations, and that they do not, so far as the evidence or 
legitimate inferences show, intend to boycott privately owned 
hospital associations in the future. 

In a measure, this case is an attack on the professions. Every- 
thing critical of the doctors that has been said in the case could 
be said of the legal profession. 

The World Revolution that we hear about allows no place 
for the professions. All that is principle, dignity, the efforts 
of the ages to create an aristocracy of intellect—these are to 
be destroyed in the interest of “the common man.” 


He will be “common,” indeed, without professions in the 
society which he is to rule. 

Leaders among the doctors maintain the view that doctor- 
owned prepaid medical plans are the profession’s answer to 
socialism. Can it be that a profession may not defend itself 
by reorganization of its methods, by doing within the profession 
what has been compelled elsewhere by law; that, thus, to reor- 
ganize and seek to preserve its independent status makes an 
organized profession and its leaders criminals and subject to the 
injunctive power of the courts? 

In short, that organized medicine must remain a sitting duck 
while socialism overwhelms it? I would not expect an Ameri- 
can court to hold that. 

Socialized medicine may overtake them but the doctors claim 
the right to save the profession from socialism. That is what 
this case is about, according to the doctors’ viewpoint. As to 
this defense it must be conceded that the purpose with which 
action is taken is of prime importance under the Sherman Act. 
_ Constitutional democracy is not a one-way road. Those seek- 
ing changes, radical or otherwise, may urge them. Those who 
believe in things as they are or who seek to retain them in 
modified form may oppose radical change, without becoming 
subject to the criminal laws. That certainly includes vitally 
interested parties whose way of living, whose living itself, is 
threatened. This is entirely aside from considerations of public 
interest. 

I may be one of the most despicable persons in the community 
and, having great wealth, put it to entirely anti-social uses. 
Under our system, I may fight for the right to continue my 
way of life. Social forces, acting through the Government, 
may impinge on me but I can oppose them with all my might. 
That is one of the issues in this case. What was the purpose 
of the doctors in organizing the Oregon Physicians’ Service? 
Was it to obtain a monopoly in the prepaid medical field, or was 
it to save themselves and their profession from threatened sociali- 
zation? I hold it was the latter and that nothing in the anti- 
trust laws deprives them of the right to fight to defend their 
independent professional status. That is entirely different from 
whether socialisation can be lawfully forced on them. I might 
add that any other construction of the statute would raise the 
gravest questions. 

A striking instance of local initiative is furnished by the 
Klamath County doctors. At a cost to themselves of $400,000, 
the Klamath doctors purchased and modernized two privately 
owned hospitals. They did this because hospital costs were 
too high under private ‘management and the service was not 
adequate. 

Needless to say, after this heavy investment, the Klamath 
doctors have their own local prepaid plan and for this, although 
not named as defendants, they are charged with being parties 
to the alleged statewide conspiracy to restrict medical care. 

I have great difficulty in following the Government's criticism 
of county and regional doctor groups who have set up their 
own local prepaid plans. They are but discharging their duty 
to their own local people, it seems to me. 

Is this what the Government wants: That doctors should 
leave the field to the privately owned companies? Certainly not 
that, for at the trial the Government lawyers conceded the right 
to the doctors to compete. 

The present case represents an effort to apply the decision 
obtained against the American Medical Association (317 U.S. 
519) to Oregon. The facts are different. The times are 
different. 

Since doctors generally are now doing the same things for 
which they expelled their brothers in 1936 and years following, 
fair play suggests that amends, where possible, be made to those 
still living. Doctors expelled or who resigned under pressure 
from the medical societies should be returned to membership. 

The foregoing findings and notes may be deemed and treated 
as Findings of Fact on factual matters and as Conclusions of 
Law on legal questions—to be supplemented by formal Findings 
and Conclusions if counsel deem it necessary or appropriate 
to submit further Findings and/or Conclusions for consideration. 


It may be anticipated that the court in the near future will 
enter a final judgment of dismissal in this case, after which 
an appeal may or may not be taken by the government. 
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GOVERNMENT SERVICES 
Public Health Service 


Estimate of Hospital Beds 


The Public Health Service reports that an estimated 897,856 
hospital beds were needed in the United States as of Jan. 1, 
1950, to meet standards established under the Federal Hospital 
Survey and Construction Act. The estimate is based on all 
state and territorial plans for hospital construction under this 
law. Of the 1,118,535 hospital beds in the United States, 952,196 
were acceptable to the state and territorial agencies adminis- 
tering funds for survey and construction. The remainder were 
unacceptable because they were obsolete or unsuitable in design, 
had fire hazards or failed to meet standards of the agencies in 
other ways. 

According to the state plans the nation has 437,786 acceptable 
beds for general hospital care; 244,815 additional beds are esti- 
mated to be necessary. There are 399,138 acceptable beds in 
mental hospitals. Beds in institutions for mental deficiency and 
epileptics are not considered in the state plans, since these insti- 
tutions are regarded as providing primarily domiciliary type of 
care; 326,065 additional beds are estimated to be required. For 
tuberculosis hospital care the nation has 81,511 acceptable beds 
and needs 67,425 more. Chronic hospitals have 33,761 beds, 
and it is estimated that 259,551 additional beds would be needed 
to give adequate care. The states and territories estimated 
their needs for general hospital beds on the basis of 4.5 to 5.5 
beds per 1,000 population, depending on the density of the popu- 
lation of the state. Needs for mental beds were estimated on 
the basis of five beds per 1,000 population; for tuberculosis 
beds on the basis of 2.5 beds per annual death from tuberculosis 
and for chronic beds on the basis of two beds per 1,000 
population. 


Heart Fellowship Program 


The National Heart Institute, in two years, has awarded 167 
research fellowships to outstanding students and has made fel- 
lowship grants totaling $521,702. The goal is to focus greater 
research talent on the problem of heart disease. Candidates for 
fellowships are screened quarterly by a board set up by the 
National Heart Institute. At present 89 fellowships are active, 
19 are pending and 59 have been terminated. Three types of 
fellowships are awarded: 

1. Predoctorate, to outstanding applicants holding Bachelor’s 
or Master’s degrees. The stipend for those with a Bachelor’s 
degree only is $1,200 (single) and $1,600 (with dependents). 
For those with the Master’s degree the stipend is $1,600 (single) 
and $2,000 (with dependents). 

2. Postdoctorate. Work in this category will include funda- 
mental and clinical studies toward new knowledge about basic 
processes related to heart conditions. This fellowship carries 
a stipend of $3,000 per year for doctors without dependents and 
$3,600 per year for those with dependents. 

3. Special Research, awarded to those with a Doctor’s degree 
in medicine who have demonstrated unusual research ability or 
who possess specialized training for a specific problem. Stipends 
in this category are determined by the Surgeon General at the 
time of award. 


Research Laboratory in Liberia 


Dr. Elmer G. Berry, of the Laboratory of Tropical Diseases, 
National Institutes of Health, has been detailed to the Liberian 
Institute of Tropical Disease, Harbel, Liberia, where he will 
be acting director of the institute and will be responsible for 
construction of a research laboratory there. He will also make 
field trips to other African areas to study schistosomiasis. 
Dr. Berry will serve as acting director of the institute until 
Jan. 15, 1951, when he will be detailed to the British Colonial 
Office for cooperative research in the British West African 
colonies. 


Venereal Disease Control 


According to a report by a World Health Organization expert 
committee the United States is the best place for training health 
personnel for combating venereal disease throughout the world. 
The Surgeon General of the Public Health Service said the 
report is one of the most complete and expert studies ever made 
of venereal disease control methods in the United States. More 
than 1,000 copies of the report are being distributed by the 
Public Health Service to medical schools, medical journals, 
health officers, venereal disease control officers, rapid treatment 
centers and others interested. The Executive Board of the 
World Health Organization recommended that the report be 
given the widest possible distribution. Members of the com- 
mission are Dr. P. V. Marcussen, Venereal Disease Clinic, 
Municipal Hospital, Copenhagen, Denmark, chairman; Dr. J. M. 
Funes, Public Health Service, Guatemala City, Guatemala, vice 
chairman; Dr. E. I. Grin, Ministry of Health, Sarajevo, Yugo- 
slavia; Dr. P. C. Joulia, professor, University of Bordeaux, 
France; Dr. N. Jungalwalla, Office of Director-General of 
Health Services, New Delhi, India; Dr. S. M. Laird, Ipswich, 
United Kingdom, and Dr. T. Putkonen, Kumpula (Helsinki), 
Finland. Members of expert committees of the World Health 
Organization are chosen by the director general of the organi- 
zation for their abilities and technical experience. 


Examinations for Psychologists 


Examinations for psychologists in the regular commissioned 
corps of the United States Public Health Service will be held 
December i1-13 in various cities throughout the country. 
Completed applications must be in the Washington office by 
November 13. Appointments are permanent and provide oppor- 
tunities for career service in clinical psychology and research. 
Benefits include periodic pay raises and promotions, liberal retire- 
ment provisions, medical care and annual and sick leave. Entrance 
pay is $3,811 for assistant (with dependents) and $4,489 for 
senior assistant (with dependents), including rental and sub- 
sistence allowance. Applicants must expect to receive the 
doctor’s degree in psychology no later than September 1951. 
For information write to: Surgeon General, Public Health 
Service, Washington 25, D. C., Attention: Division of Com- 
missioned Officers. 


Aid to Indonesia 


Dr. E. Ross Jenney, a Public Health Service officer, has 
been assigned as chief of the Public Health Division of the 
U. S. Scientific and Technical Mission to Indonesia, which is 
sponsored by the Economic Cooperation Administration and 
the Indonesian government. Dr. Jenney will study health con- 
ditions in Indonesia and plan the program to be undertaken by 
the division in cooperation with the Indonesian government. 
The first aid to Indonesia under the ECA program was 
announced in September, when $35,000 was authorized for the 
purchase of about 50 tons of DDT. The insecticide is to be used 
in combating malaria. 


Personal 


Dr. John C. Cutler has returned to this country after two 
years of duty in India. He has been on loan as consultant to 
the Indian government and head of a World Health Organiza- 
tion venereal disease team which demonstrated latest penicillin 
technics in the treatment of syphilis. In addition to establish- 
ing a laboratory and clinics at Simla, India, Dr. Cutler made a 
survey of venereal disease in Afghanistan and in the Bombay 
area of India. He is a native of Cleveland, Ohio. 
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SPECIAL ANNOUNCEMENT 


The following proclamation by the President of the United 
States was not received in time for reproduction in a special 
section in THE JourNAL. Therefore it is being published as an 
insert so that physicians may be informed concerning the status 
of the forthcoming registration for military service: 


I, Harry S. Truman, President of the United States of 
America, acting under and by virtue of the authority vested in 
me by Title I of the Selective Service Act of 1948, as amended, 
do proclaim the following: 

1. Every male person who participated as a student in the 
Army Specialized Training Program or any similar program 
administered by the Navy, or was deferred from service during 
World War II for the purpose of pursuing a course of instruc- 
tion leading to education in a medical, dental, or allied special- 
ist category and has had less than twenty-one months of active 
duty in the Army, the Air Force, the Navy, the Marine Corps, 
the Coast Guard, or the Public Health Service subsequent to the 
completion of, or release from, such program or course of 
instruction (exclusive of time spent in postgraduate training), 
and who, on the day or any of the days hereinafter fixed for 
his registration (a) shall have received from any school, college, 
university, or similar institution of learning one or more of the 
degrees of bachelor of medicine, doctor of medicine, doctor of 
dental surgery, doctor of medical dentistry, doctor of veterinary 
surgery, and doctor of veterinary medicine, (b) is within any 
of the several states of the United States, the District of 
Columbia, the Territory of Alaska, the Territory of Hawaii, 
Puerto Rico, or the Virgin Islands, (c) is not a member of 
any reserve component of the armed forces of the United States, 
and (d) shall not have attained the fiftieth anniversary of the 
day of his birth is required to and shall on that day or any of 
those days present himself for and submit to registration before 
a duly designated registration official or Selective Service local 
board having jurisdiction in the area in which he has his per- 
manent home or in which he may happen to be on that day or 
any of those days. ; 

Registration Time Set 

The special registration of the male persons required 
to Bod to registration by paragraph numbered 1 hereof shall 
take place in the several states of the United States, the Dis- 
trict of Columbia, the Territories of Alaska and Hawaii, Puerto 
Rico, and the Virgin Islands between the hours of 8:00 a. m. 
and 5:00 p. m. on the day or days hereinafter designated for 
their registration, as follows: 

A. Persons who shall have received any of the degrees 
above referred to on or before Oct. 16, 1950, shall be registered 
on Monday, the sixteenth day of October, 1950. 

B. Persons who receive any of the degrees above referred 
to after Oct. 16, 1950, shall be registered on the day they 
receive any such degree, or within five days thereafter. 

C. Persons who shall have received any of the degrees above 
referred to and who enter any of the several states of the United 
States, the District of Columbia, the Territory of Alaska, the 
Territory of Hawaii, Puerto Rico, or the Virgin Islands after 
Oct. 16, 1950, shall be registered on the day of such entrance, 
or within five days thereafter. 


Who Must Register 

3. Every male person who has not had active service in the 
Army, the Air Force, the Navy, the Marine Corps, the Coast 
Guard, or the Public Health Service subsequent to Sept 16, 1940, 
and every male person not included in the first or the second of 
the priorities defined in Section 4 (1) (2) of the Selective Service 
Act of 1948, as amended, who has had active service in the 
Army, the Air Force, the Navy, the Marine Corps, the Coast 
Guard, or the Public Health Service subsequent to Sept. 16, 
1940, who on the day or any of the days hereafter fixed by the 
Director of Selective Service for his registration (a) shall have 
received from a school, college, university, or similar institution 
of learning one or more of the degrees of bachelor of medicine, 
doctor of medicine, doctor of dental surgery, doctor of medical 
dentistry, doctor of veterinary surgery, and doctor of veterinary 
medicine, (b) is within any of the several states of the United 
States, the District of Columbia, the Territory of Alaska, the 
Territory of Hawaii, Puerto Rico, or the Virgin Islands, 
(c) is not a member of any reserve component of the armed 
forces of the United States, and (d) shall not have attained 
the fiftieth anniversary of the day of his birth is required to 
and shall on that day or any of those days present himself for 
and submit to registration before a duly designated registration 


official or Selective Service local board having jurisdiction in 
the area in which he has his permanent home or in which he 
may happen to be on that day or any of those days. 

4. The Director of Selective Service is hereby authorized and 
directed to fix the date or dates for the special registration 
required under paragraph numbered 3 hereof: provided, that the 
date or dates so fixed shall be not later than Jan. 16, 1951 

5. The Director of Selective Service is hereby authorized to 
require special registration of, and fix the date or dates of 
registration for, all other persons who are subject to registration 
under section 4 (1) of the Selective Service Act of 1948, as 
amended, and who are not required to register under or pur- 
suant to this proclamation. 


Orders Must Be Published 


6. All orders and directives of the Director of Selective 
Service issued pursuant to paragraph numbered 4 or paragraph 
numbered 5 hereof shall be published in the Federal Register. 

7A. A person subject to registration under or pursuant to 
this proclamation who, because of circumstances beyond his 
control, is unable to present himself for and submit to registra- 
tion during the hours of the day or any of the days fixed for 
registration shall do so as soon as possible after the cause for 
such inability ceases to exist. 

B. Every person subject to registration under or pursuant to 
this proclamation who has registered in accordance with procla- 
mation no. 2799 of July 20, 1948, issued under the Selective 
Service Act of 1948, as amended, and the regulations prescribed 
thereunder, shall, notwithstanding such registration, present 
himself for and submit to registration as required by or pursuant 
to this proclamation. 

C. The duty of any person to present himself for and ae 
to registration in accordance with proclamation no. 2799 
July 20, 1948, issued under the Selective Service Act of 1948, 
as amended and the regulations prescribed thereunder, shall not 
be affected by this proclamation. 

8. Every person subject to registration under or pursuant to 
this proclamation is required to familiarize himself with the 
rules and regulations governing such registration and to comply 
therewith. 

Aid of Governors Asked 


9. I call upon the Governors of each of the several states, the 
territories of Alaska and Hawaii, Puerto Rico, and the Virgin 
Islands and the Board of Commissioners of the District of 
Columbia, and all officers and agents of the United States and 
all officers and agents of the several states, the District of 
Columbia, and political subdivisions thereof, and all local boards 
and agents thereof appointed under the provisions of Title I of 
the Selective Service Act of 1948, as amended, or the regulations 
prescribed thereunder, to do and perform all acts and services 
necessary to accomplish effective and complete registration. 

10. In order that there may be full cooperation in carrying 
into effect the purposes of section 4 (1) of Title I of the 
Selective Service Act of 1948, as amended, I urge all employers 
and Government agencies of all kinds—federal, state, territorial 
and local—to give those under their charge sufficient time in 
which to fulfill the obligations of registration incumbent upon 
them under the said act and under or pursuant to this procla- 
mation. 

In witness whereof, I have hereunto set my hand and caused 
the seal of the United States of America to be affixed. 

Done at the City of Washington this sixth day of October in 
the year of Our Lord nineteen hundred and fifty, and of the 
independence of the United States of America the one hundred 
and seventy-fifth. 

Harry S. TRUMAN 
By the President: 
James E. Wess 
Acting Secretary of State. 


EprrortaL Note:—The following physicians must register 
on October 16: all physicians who were deferred to complete 
their educations during World War II at either government or 
their own expense and who have had less than 21 months of 
subsequent service as medical officers on active duty and who 
are not members of a reserve component of one of the Armed 
Forces. 

Any physician who is in doubt about his reserve status 
should register. 
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MEDICAL NEWS 


(Physicians will confer a favor by sending for this department items of news of general 


interest: 


such as relate to society activities, new hospitals, education and public health. 


Programs should be received at least twe weeks before the date of meeting.) 


COLORADO 

In Memory of Dr. Jefferson.—The name of Dr. Benjamin 
L. Jefferson, for years head of the State Home and Training 
School for mental defectives at Grand Junction, will per- 
petuated at the school when the name of the new building, La 
Mesa dormitory, ye be changed to Dr. Jefferson Hall. Dr. 
Jefferson died July 2 

State Medical inateedns tn Colorado State Medical 
Society at its recent annual meeting chose the following officers 
for the coming year: Dr. Ervin A. Hinds, Denver, president ; 
Dr. Harry C. Bryan, Colorado Springs, ‘president-elect ; Dr. 
Samuel P. Newman, Denver, vice president, and Dr. George C. 
Shivers, Colorado Springs, treasurer for three years. The dele- 
gates to the American Medical Association are Dr. William H. 
Halley, Denver, until 1952, and Dr. George Unfug, Pueblo, 
until 1951, with Dr. Kenneth G. Sawyer, Denver, and Dr. 
Herman C. Graves, Grand Junction, respective alternates. 


DISTRICT OF COLUMBIA 


Radio “Doctor” Receives Award.—The Medical Society 
of the District of Columbia honored radio’s “Dr. Christian” by 
conferring on him a certificate for meritorius service to medi- 
cine at the annual dinner of the medical society October 4. 
The society feels “Dr. Christian” has done a remarkable job 
in bringing to the attention of the public the best qualities of 
the physician and has impressed the public with the value of the 
close relation that exists between the patient and the family 
doctor. The presentation of the certificate for Meritorius Ser- 
vice to the Medical Profession to Jean Hersholt for his charac- 
terization of “Dr. Christian” and Mr. Hersholt’s acceptance 
remarks were broadcast at the close of the regular radio pro- 


gram October 4. 
ILLINOIS 

Public Health Appointment.—Dr. Gilbert H. Edwards of 
Pinckneyville has been appointed fo the advisory board to the 
Division of Cancer Control, State Department of Public Health. 
Dr. Edwards is secretary of the Southern Illinois Medical 
Association. He was appointed to a three year term, ending in 
September 1953. 

Chicago 

Personal.—Dr. Malcolm T. MacEachern, director emeritus 
of the American College of Surgeons and professor and direc- 
tor of the program in hospital administration of Northwestern 
University, received an honorary Doctor of Laws degree 
from McGill University, Montreal, Canada, at the university’s 
Founders’ Day Convocation on October 6. 

Grants for Heart Research.—The Chicago Heart Asso- 
ciation recently awarded grants totaling $110,363 for research 
in heart disease. Among the largest of these was $25,000 to 
the Rheumatic Fever Research Institute of Northwestern Uni- 
versity; La Rabida Jackson Park Sanitarium received $24,416 
and Dr. Albert Dorfman of the University of Chicago received 
$21,800 for research in conjunction with studies at La Rabida 
sanitarium. 

St. Luke’s Expansion Program.—St. Luke’s Hospital has 
announced an expansion program calling for the razing of two 
of the original 75 year old units of the hospital, the building of 
additional stories and construction of a complete new structure. 
After the two old structures are razed, there will be erected on 
the site an 18 story medical service building, which will connect 
the north end of the Indiana Avenue unit with the Smith 
building on Michigan Avenue. Research facilities now scattered 
about the hospital will be consolidated in the Indiana Avenue 
building, as will obstetric and surgical facilities. A partial 
seventh floor is to be added to the main structure on Michigan 
Avenue for use of the psychiatric department. 

Dr. McCulloch Appointed Medical Director.—Dr. Hugh 
McCulloch has been appointed medical director of the Chicago 
Heart Association. He has been medical director of the Ameri- 
can Heart Association’s Council on Rheumatic Fever since 
January 1949. Dr. McCulloch was one of the founders of the 
American Heart Association and is a member at present of its 


board of directors and executive committee. He is the editor of 
Pediatrics, the journal of the American Academy of Pediatrics, 
and is also a member of the Arthritis and Rheumatism Founda- 
tion and the Technical Advisory Committee on Rheumatic Fever 
of the U. S. Children’s Bureau. Dr. McCulloch will direct an 
expanded program of research, community service and medical 


and lay education. 
INDIANA 


Commission on Chronic Illness.— Appointments by the 
governor to the newly organized Indiana Commission on Chronic 
Illness are Dr. F. R. Nicholas Carter, South Bend, chairman; 
Dr. Leroy E. Burney, Indianapolis; Dr. Donald J. Caseley, 
Indianapolis; Miss Nellie Brown of Muncie; Mrs. Meredith 
Nicholson Jr, Indianapolis; Mr. M. O. Hunt, Indianapolis, and 
Miss Charlotte Bray, Monrovia. The commission will study 
problems pertaining to chronic diseases and make recommen- 
dations to existing agencies and organizations. 

Obstetric and Gynecological Meeting.—The Indianapolis 
Obstetrical and Gynecological Society will be host to similar 
organizations from Cincinnati and Louisville, Ky., October 18 
at an all day meeting. The operative clinics at Indianapolis 
General Hospital begin at 9:30 a. m. The afternoon session in 
the auditorium of the medical school will include “dry clinics” 
and discussions. A dinner meeting will be held at the Indian- 
apolis Athletic Club at 6:30 p. m. Information may be obtained 
from Dr. Sprague H. Gardiner, 314 Hume Mansur Building, 


Indianapolis. 
LOUISIANA 


Postgraduate Courses.—Eighteen short continuation courses 
for general practitioners and specialists have been scheduled for 
the 1950-1951 school year at Tulane University, New Orleans. 
This is twice the number of short review courses previously 
offered. The ccurse in common infections of warm climates, 
which is scheduled for October 16-27, will be followed Novem- 
ber 6-10 by a course in therapeutics for the general practitioner. 
Two short courses on special examining and diagnostic technics 
used in diseases of the eye have been scheduled for November 27 
to December 2 and December 4-9. A special feature this year 
will be the postgraduate review in tropical medicine for Latin 
American physicians, to be presented entirely in Spanish, at a 
date not yet selected. This will replace the special review in 
obstetrics and gynecology and obstetrics for Latin American 
physicians presented every other year. 


MASSACHUSETTS 

Board Election.—At the annual meeting of the Board of 
Registration in Medicine held July 20 Dr. Anthony O. Car- 
dullo, Boston, was elected chairman and Dr. George L. Schadt, 
Springfield, secretary. 

Personal.—Dr. Alton Ochsner, professor of surgery at 
Tulane University of Louisiana School of Medicine, New 
Orleans, will present one of a series of lectures by distinguished 
scientists in the medical arts at the Boston City Hospital at 7 : 00 
p. m. on October 20. Dr. Ochsner will speak on “The Present 
Status of Phlebothrombosis, Thrombophlebitis and Thrombo- 
embolism.” Interested persons are invited to attend. 

Postgraduate Fellowships.—Harvard University, Boston, 
has established an annual postgraduate fellowship in medicine 
to be held by a surgical resident on the staff of Cambridge 
City Hospital. It will cover tuition costs for the Cambridge 
doctor’s one year postgraduate study in the Harvard Medical 
School. It is understood that the fellowship will be made avail- 
able to a first year surgical resident in the hospital. 

Postgraduate Training Programs.—The Massachusetts 
Medical Society sponsored its first regional medical conference 
in September in Amherst for physicians residing in the four 
western Massachusetts counties. The success of the three day 
conference assures its continuance annually. The society’s annual 
meeting in May, the New England Postgraduate Assembly 
(November 6-8 this year), a series of lectures held twice weekly 
at the society’s headquarters at 8 Fenway each spring and 
district society-sponsored programs are available to physicians 
for postgraduate study. 
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MONTANA 

Medical-Surgical Conference.— A _ medical-surgical con- 
ference was held at Great Falls October 9-10 under the sponsor- 
ship of the Cascade County Medical Society. Guest speakers 
included Dr. Cyrus C. Sturgis, Ann Arbor, Mich.; Dr. Howard 
C. Stearns, Portland, Ore.; Dr. Charles E. Rea, St. Paul; 
Dr. John R. Haserick, Cleveland; Dr. Reynold A. Jensen, 
Minneapolis; Dr. Halward M. Blegen Jr., Missoula, and Dr. 
Ferdinand R. Schemm, Great Falls. This is reported to be the 
first conference of its kind in the state and the society plans to 
make it an annual event. 


NEW HAMPSHIRE 
State Medical Election.—At the recent annual meeting of 
the New Hampshire Medical Society the following officers 
were elected: Dr. Harris E. Powers, Manchester, president; 
Dr. W. J. Paul Dye, Wolfeboro, vice president and Dr. Deering 
G. Smith, Nashua, secretary-treasurer for five years. 


NEW YORK 

Training in Anesthesiology.—The New York State Society 
of Anesthesiologists, in cooperation with the American Society of 
Anesthesiologists, is offering postgraduate training to any phy- 
sician in the state who is engaged in full or part time practice 
of anesthesiology. Training will be given in or close to the 
applicant’s own community on a flexible time schedule. There 
is no tuition fee. Interested physicians may write to Dr. S. G. 
Hershey, New York State Society of Anesthesiologists, 137 
West llth Street, New York 11. 

Regional Meeting of College of Physicians. — The 
Western New York Regional Meeting of the American College 
of Physicians will be held at the Rochester Academy of Medi- 
cine in Rochester, October 14, beginning at 9: 30 a. m. A recep- 
tion and dinner will be held in the Rochester Club in the 
evening. Brief addresses will be given by Dr. William S. 
Middleton, Madison, Wis., president of the American College 
of Physicians; Dr. William S. McCann, Rochester, regent of 
the college ; Mr. Edward R. Loveland, executive secretary of the 
college, and Dr. Edward C. Reifenstein Sr., Syracuse, college 
governor for western New York. 


New York City 

Second Harvey Lecture.—Dr. Boris Ephrussi, professor of 
genetics, Laboratoire de Genetique, University of Paris, Paris, 
France, will deliver the Second Harvey Lecture of the current 
series at the New York Academy of Medicine October 26. 
He will speak on “The Interplay of Heredity and Environment 
in the Synthesis of Certain Respiratory Enzymes in Yeast.” 

Personals.—Dr. Howard Fox has recently been made an 
honorary member of the Italian Society of Dermatology and 
Syphilology. Dr. Eugene D. Rosenfeld, assistant director, 
Montefiore Hospital, New York, has been appointed executive 
director of the new Long Island Jewish Hospital and will 
assume his duties on or about Jan. 1, 1951——Dr. Irving R. 
Tabershaw, associate professor of industrial hygiene at Colum- 
bia University’s School of Public Health, is making a survey 
of current industrial medicine problems in Germany at the 
request of the U. S. State Department, the university reports. 

Academy to Continue Broadcasts.—The emitent success 
of the first series of the Post Graduate Radio Program “For 
Doctors Only” has induced the New York Academy of Medi- 
cine to organize a second seven week series, which began Sep- 
tember 21 and is being presented 9:00 to 10:00 p. m. over 
Station WNYC-FM. The remaining lectures are being given 
on Thursday evenings. Enthusiastic appreciation has encouraged 
the academy to plan a year-around radio program. For the first 
time, the academy will record and broadcast the 20 addresses of 
the annual Graduate Fortnight as well as the four round-table 
and panel discussions conducted during the Fortnight. In addi- 
tion to the formal addresses delivered at the academy, it is 
planned to broadcast review lectures recapitulating knowledge 
accumulated in special fields in recent years. A question and 
answer period will be included in the program. 


PENNSYLVANIA 

Personals.—Dr. Floyd E. Shaffer has been appointed medical 
director of Bethlehem Steel Company, in Bethlehem, succeeding 
the late Dr. Loyal A. Shoudy. Dr. Shaffer has been assistant 
medical director of the company and formerly was in charge of 
medical services for Bethlehem Steel operations at Sparrows 
Point and Baltimore, Md. He has been with the company since 
1917, when he was employed as assistant surgeon at the Bethle- 
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hem plant——Dr. William A. Adamson has joined the Woods 
Schools in Langhorne as consulting psychiatrist. He will con- 
tinue his work at the Philadelphia Child Guidance Clinic along 
with his new duties. 

Secondary School Cancer Program.—The Crawford 
County Cancer Unit in August chose Dr. Mary M. Campbell, 
Meadville, to head a secondary school cancer education program, 
Under her direction cancer education will be incorporated in 
high school biology and health courses, with the approval of 
county and city school officials. : 


Philadelphia 

Tuberculosis Situation Grave.—The Philadelphia County 
Medical Society published a statement in Philadelphia Medicine, 
September 16, pointing out that the mayor, his director of public 
health, the state governor and his secretary of health have 
failed to provide beds for the increasing number of tuberculosis 
patients in the City of Philadelphia. The president of the 
society, Dr. Henry B. Kobler, said there are 500 Philadelphians 
on the waiting list to be admitted to hospitals or sanatoriums 
and the number is constantly increasing, and that the city and 
state have given no concrete assurance of any action to miti- 
gate the emergency. In 1948 the County Medical Society and 
the Philadelphia Department of Public Health requested the 
U. S. Public Health Service to make a survey of tuberculosis 
in the city. This survey confirmed statistically the extent of 
the problem. The county society believes that the city should 
make immediate provision through loan furids to expand facili- 
ties for fighting tuberculosis, that it should seek state funds for 
a portion and contribute the balance through specially appro- 
priated city funds, to take over vacant facilities in existing 
general hospitals. It recommends that immediate provisions be 
made to increase the number of Philadelphians in state sana- 
toriums, the number of which has been reduced from 663 in 
1922 to less than 400 in 1950; to increase admissions from 
Philadelphia, which have been dropping off since 1947, and to 
make use of the 500 unused beds in state sanatoriums. The 
statement ended, “The County Medical Society is convinced that 
the present situation is among the gravest of public health 
problems. The state and the city must join together to solve it.” 


Pittsburgh 

Graduate School of Public Health Opens.—The Univer- 
sity of Pittsburgh's new Graduate School of Public Health 
opened its doors for the first time September 25 with an enrol- 
ment of 30 students. The school was made possible by a gift of 
$13,600,000 from the A. W. Mellon Educational and Charitable 
Trust and is part of the University Medical Center. It will 
award degrees of Doctor of Public Health and Master of Public 
Health to physicians, nurses, sanitary engineers, dentists, bac- 
teriologists and others in allied fields. The school also offers 
special study and research in occupational and industrial health 
and hospital administration. Its temporary location is in Munic- 
ipal Hospital. The Mellon Trust has set aside $5,000,000 of 
the total gift to construct permanent quarters for the school 
after it is accredited to grant graduate degrees in public health 
and after its degrees have been tied in with the university 
medical science schools and Pittsburgh hospitals. It expects to 
have a department of physiological hygiene in operation by the 
first of the year. A number of fellowships for qualified medical 
men have been announced. A health district is being established 
in the Lawrenceville area of Allegheny County as a practice 
field for students. The former U. S. Marine Hospital will be 
the headquarters of the area. Pians for establishing a rural 
practice area in Westmoreland County are being advanced by 
the school. The ten other graduate schools of public health 
in the United States and Canada are located at Harvard, Yale, 
Columbia, Johns Hopkins, the universities of North Carolina, 
Michigan, Minnesota, California and Toronto and Tulane Uni- 
versity. 

TENNESSEE 

Heart Association Grants.—The Memphis Chapter of the 
American Heart Association has awarded a $1,000 grant to 
the department of medicine and $900 to the pediatric depart- 
ment of the University of Tennessee College of Medicine, 
Memphis. The grant to the department of medicine will be used 
to purchase equipment to improve teaching in cardiovascular 
disease, for aiding the diagnosis and treatment of patients at 
John Gaston Hospital and to continue the research projects in 
cardiovascular disease. The department of pediatrics contem- 
plates the expansion of its clinic at John Gaston Hospital for 
children with heart ailments. 
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VIRGINIA 
University Appointments.—Dr. Joseph F. A. McManus, 


formerly assistant professor of pathology at the Medical College 
of Alabama, Birmingham, has joined the faculty of the Uni- 
versity of Virginia Department of Medicine, Charlottesville, as 
associate professor of pathology. Dr. McManus is a graduate 
of Queens University Faculty of Medicine, Kingston, Ontario, 
Canada (1938). Dr. Albert A: Fisk, Pasadena, Calif., has 
joined the faculty as assistant professor of biochemistry. In 
1948-1949 he was American Cancer Society fellow at the 
Massachusetts Institute of Technology, and during the past 
year he has been engaged in studies of protein chemistry under 
Dr. Linus Pauling at the California Institute of Technology. 
Grover C. Pitts, Ph.D., has been appointed assistant professor of 
physiology. He has been associated with the Harvard Fatigue 
Laboratory and the Naval Medical Research Institute of 
Bethesda, Md. 

Among the promotions is that of Dr. William N. Thornton 
Jr., who has been made professor and chairman of the depart- 
ment of obstetrics and gynecology. Dr. Thornton has been an 
associate professor. He graduated from the university in 1936 
and has been associated with it since that time. He served as a 
major in the Medical Reserve Corp of the U. S. Army ‘during 
World War II. Dr. Oliver B. Bobbitt Jr., an instructor at the 
university, has been promoted to assistant professor of clinical 
pathology. 

GENERAL 


Ambulatory Fracture Association Meeting.—The Ambu- 
latory Fracture Association will hold its annual meeting Octo- 
ber 16-19 at the Gibson Hotel, Cincinnati, under the presidency 
of Dr. Custis L. Hall, Washington, D. C. There will be opera- 
tive and dry clinics, roundtable discussions and scientific and 
commercial exhibits. The registration fee is $15. 

Dr. Langmuir Receives Carty Medal.—The National 
Academy of Sciences October 11 conferred the John J. Carty 
Gold Medal and Award on Irving Langmuir, LL.D., recently 
retired associate director of the General Electric Research 
Laboratory. Dr. Langmuir, who is both physicist and chemist, 
has been with General Electric for 40 years. He was awarded 
the Nobel Prize in Chemistry in 1932. 

International Medical Assembly.—This assembly, a post- 
graduate school of the Interstate Postgraduate Medical Asso- 
ciation of North America, will be held November 6-9 at the 
Hotel Stevens, Chicago, under the presidency of Dr. Waltman 
Walters, Rochester, Minn. Addresses and diagnostic clinics 
make up the program. A dinner will be held Wednesday eve- 
ning at 7:00 p.m. The registration fee is $5. 

WHO Sends Health Officers to Korea.—The World 
Health Organization has announced plans to send officers to 
Korea to assist in the administration of health and relief pro- 
grams for the civilian population. The senior officer is Col. Wal- 
ter H. Crichton, whose home is in Eastling, Faversham, Kent, 
England. In addition, five public health teams composed of 
medical officers and sanitary engineers now being recruited 
by WHO in Europe, South America and the United States 
will be working among Korean refugees. 

Symposium on Burns.—At the request of the Research 
and Development Board, Department of Defense, the Division 
of Medical Sciences of the National Research Council has 
arranged a symposium on burns to be held in the National 
Academy of Sciences Building, Washington, D. C., Novem- 
ber 2-4. Speakers from outside the United States include: 

William J. H. Butterfield, London, England, 

High and Low Temperature Burns. 


Dr. Gunnar Thorsen, Stockholm, Sweden, and John P. Bull, 
ham, England, Fluid and Electrolyte Requirements in Burns. 


Laboratory Production of 


Birming- 


John S. L. Browne, Montreal, Quebec, Stress, Injury and Endocrine 
Response. 
Leonard Colebrook, Birmingham, England, Infections in Severe Burns. 


Homicide Rate Decreases.—Frequency of homicide among 
the millions of industrial policyholders of the Metropolitan Life 
Insurance Company is now less than half what it was 20 years 
ago. The homicide rate among those insured decreased steadily 
from 6.8 per 100,000 in 1931 to 2.6 in 1944, rose just after the 
war to 3.5 in 1947 and then fell again to its present rate of 2.8 
per 100,000. According to the Metropolitan’s statisticians, in the 
general population of the United States homicide is responsible 
for the loss of about 8,500 lives a year. Slum clearance, general 
rise in the level of education and improved facilities for dealing 
with juvenile delinquency are credited by the statisticians as 
helping to reduce the homicide rate over the 20 year period, 
but stricter law enforcement is considered to have been much 
ore effective. 
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Caribbean Rabies Conference Report.—This three day 
conference held in Kingston, Jamaica, August 28-30 (THE 
JourNAL, August 26, page 1507) made several recommendations 
to the governments of the islands, outlining measures for effec- 
tice rabies control and strongly urging their application. The 
conference recommended that uniform methods of rabies diag- 
nosis be adopted and that several centers be designated to pro- 
vide prompt laboratory service. Procedures were outlined for 
the rapid reporting of rabies cases. The recommendations con- 
tained detailed measures for the prevention of the introduction 
of rabies to islands now free of the disease, and for its control 
and eradication on islands where the infection is present. The 
conference also recommended that the Pan American Sanitary 
Bureau be designated as the coordinating agency for rabies con- 
trol in the Caribbean area. 

Public Health Meeting in St. Louis.—The annual meeting 
of the American Public Health Association and of 32 related 
organizations will take place October 30-November 3 in St. 
Louis. More than 400 speakers and discussants will participate 
in the sessions, workshops and panel discussions. At the first 
general session, Tuesday evening, the Hon. Willard L. Thorp, 
Assistant Secretary of State, will speak on “New International 
Programs in Public Health.” The Lasker Awards of 1950 
for outstanding achievements in public health will be announced 
at this session. Public health aspects of atomic energy and the 
role of public health in civilian defense will be discussed in a 
special session Wednesday morning. After the presidential 
address by Dr. Lowell J. Reed at the banquet Thursday evening 
in the Hotel Jefferson, the Sedgwick Memorial Medal for dis- 
tinguished service in public health will be presented. 

College of Surgeons Meeting in Boston.—The Clinical 
Congress of the American College of Surgeons will convene in 
Boston at the Hotel Statler October 23-27, under the presidency 
of Dr. Frederick A. Coller, Ann Arbor, Mich. One hundred 
and seventy reports on research, conducted at medical schools 
and affiliated hospitals throughout the United States and Canada, 
will be presented at 13 sessions of a Forum on Fundamental 
Surgical Problems. Speakers at the opening general assembly 
will be: 

Dr. Coller, Coordinated Program, Graduate Training in Surgery. 

Richard L. Meiling, Washington, D. C., Medical Services in the Depart- 

ment of Defense. 

Paul B. Magnuson, Washington, D. C., Where Do We Go from Here 

in Veterans’ Medicine? 

The Hon. Arthur B. Langlie, Olympia, Wash., First and Foremost. 
The Martin Memorial Lecture will be presented at the presi- 
dential meeting Monday morning by Sir Geoffrey Jeffer- 
son, C.B.E., Manchester, England, on “The Balance of Life 
and Death in Intracranial Lesions.” 

Southwestern Medical Association Meeting.—This asso- 
ciation will hold its annual meeting October 26-28 at the Hotel 
Westward Ho in Phoenix, Vie under the presidency of Dr. 
Ira J. Marshall, Roswell, N. M. Guest speakers will be: 

Joseph W. Gale, Madison, kas is., Resection in the Treatment of Pul- 

monary Tuberculosis. 
William Dock, Brooklyn, N. Y., The Ballistocardiograph as an Aid in 
Management of Cardiac Problems in an Aging Population. 

Leon Goldman, San Francisco, Nodular Goiter and Cancer of the 
Thyroid. 

John H. Lawrence, Berkeley, Calif., 


gation and Therapy. 
Marcy L. Sussman, Phoenix, Ariz., Body Section Radiography of the 


Lungs. 
Stewart G. Wolf Jr., New York, Relation of Life Stress to Gastric 


Function and the Pathogenesis of Peptic Ulcer. 

Salvador Zuziran, México, D.F., Liver Biopsy as a Diagnostic Pro- 
cedure. 

George Piness, Los Angeles, Diagnosis and Management of Unusual 


Allergic Syndromes. 

Maxwell M. Wintrobe, Salt Lake City, Effect of ACTH and Cortisone 

on the Hemopoietic System. 

Internal Secretion Awards.—The Association for the 
Study of Internal Secretions has made the following awards 
for 1950. The Squibb Award of $1,000 for work’ in endo- 
crinology went to Dr. Cyril N. H. Long, dean of Yale University 
School of Medicine, New Haven, Conn. The Ciba Award of 
$1,200 went to Oscar M. Hechter, Ph.D., of the Worcester 
Foundation for Experimental Biology and research associate 
in physiology, Tufts Medical School, Boston, for developing a 
new method for introduction of oxygen into position 11 of 
steroids. The Ayerst, McKenna and Harrison Fellowship of 
$2,500 was awarded to Dr. Lawrence E. Shulman of Johns 
Hopkins Hospital, Baltimore, to permit him to pursue clinical 
investigations on the effects of pituitary adrenocorticotropic 
hormone (ACTH) and cortisone in states of hypersensitivity. 
The Schering Fellowship for endocrinology, $2,500, was awarded 
for the second time to Dr. D. Laurence Wilson of Peter Bent 
Brigham Hospital, Boston, to continue work under the direction 
of Dr. George W. Thorn in the field of metabolic and endocrine 
diseases. 


Use of Isotopes in Clinical Investi- 
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Inter-American Congress on Brucellosis.—This congress 
will convene in Washington, D. C., November 6-10, under the 
auspices of Inter-American Committee on Brucellosis, the U. S. 
Committee on Brucellosis of the National Research Council 
and the Pan American Sanitary Bureau. Governments through- 
out the Western Hemisphere have been invited to send official 
delegates, and representatives from England and the Continent 
are also to attend. The objective is to exchange ideas on the 
technics of combating brucellosis. The scientific program will 
include papers by outstanding workers, and open discussions 
of all papers is invited. Scientific sessions will be held at the 
Department of Commerce on Constitution Avenue. On Wednes- 
day arrangements have been made for delegates to visit the 
laboratories of the National Institutes of Health, Bethesda, 
Md., or the Laboratories of the Bureau of Animal Industry in 
Beltsville, Md. The registration fee of $5 will include a copy 
of the printed proceedings. Information about the program may 
be obtained from Dr. Wesley W. Spink, Chairman of the 
Organizing Committee, University Hospitals, Minneapolis 14, 
Minn. 

Metropolitan Discontinues Home Nursing Service.— 
The Metropolitan Life Insurance Company recently announced 
the gradual discontinuance of the home nursing service to policy- 
holders in the United States and Canada, effective not later than 
Jan. 1, 1953. The pronounced improvement in health conditions 
and the increased hospitalization for acute illness and maternity 
care, the types of conditions for which the Metropolitan’s nurs- 
ing service was established in 1909, are factors which have led 
to the company’s decision. The improvement which has taken 
place in this period of time in disease and accident prevention, 
as well as in treatment, has diminished the need for this service. 
For two decades the requests from policyholders for the service 
have declined steadily until now only a small percentage of all 
policyholders use the service. President Leroy A. Lincoln 
emphasized that the company through its Health and Welfare 
Division is continuing its traditional interest and activity in 
disease and accident prevention and health promotion. It intends, 
as in the past, to adapt its program to current conditions, dis- 
continuing those in which the purpose seems to be accomplished 
and turning its attention to new problems. 

Grants for Scholars in Cancer Research.—The American 
Cancer Society in 1951 will inaugurate a program to help newly 
trained scholars establish themselves in the field of cancer 
research. The Grants for Scholars in Cancer Research, as the 
program will be known, are designed to bridge the gap between 
the completion of fellowship training and the period when the 
scientist has thoroughly demonstrated his competence as an 
independent investigator. A limited number of American Cancer 
Society scholars will be appointed annually on recommendation 
of the Committee on Growth of the National Research Council. 
A grant of $18,000, payable over three years, will be made 
directly to each scholar’s institution by the American Cancer 
Society as a contribution toward his support or his research or 
both. Medical schools, hospitals, research institutes and other 
institutions with a primary or substantial interest in cancer 
research are invited to submit applications for these grants. 
Applications for grants, to be effective July 1, 1951, should be 
submitted prior to Jan. 1, 1951. Requests for application forms 
should be addressed to the Executive Secretary, Committee on 
Growth, National Research Council, 2101 Constitution Avenue, 
N. W., Washington 25, D. C. 

Life Insurance Research Grants and Fellowships.— 
Applications for 1951 grants in aid of research on cardiovascular 
problems will be received by the Life Insurance Medical 
Research Fund up to November 15. Support is available for 
physiological, biochemical and other basic research which bears 
on cardiovascular problems, as well as for clinical investigation 
in this field. It is expected that about $550,000 will be awarded 
for these grants. Applications for postdoctoral fellowships for 
training in research in 1951-1952 will also be received by the 
fund up to November 1. Preference is given. candidates who 
wish to work in the broad fleld of cardiovascular function or 
disease and to candidates who wish to work in institutions other 
than those in which they have obtained most of their experience. 
A doctor’s degree (M.D. of Ph.D.) or the equivalent is required. 
The annual stipend varies between $3,000 and $4,000, with 
larger amounts in special cases. At least 15 postdoctoral fellow- 
ships will be available. New grants and fellowships will become 
available on July 1, 1951. A number of predoctoral fellowships 
for basic training in research will also be awarded. Details may 
be secured from the Scientific Director, Life Insurance Medical 
Research Fund, 2 East 103d Street, New York 29, N. Y. 
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Pediatrics Meeting in Chicago.—The American Academy 
of Pediatrics will hold its annual meeting October 16-19 at the 
Palmer House, Chicago, under the presidency of Dr. Edward 
B. Shaw, San Francisco. Most of the program is organized 
around symposiums, the subjects of which are BCG, providing 
complete medical care in epidemic poliomyelitis, problems of 
poliomyelitis to a community, congenital heart disease, oral 
health in pediatrics, the handicapped child, therapy of infectious 
diseases and the role of steroids in infection and immunity, 
There will be section meetings on allergy, mental growth and 
development and on surgery. Seminars will be presented Octo- 
ber 14 and 15 and a series of roundtables, running concurrently 
with the general sessions, October 16-17. A joint meeting with 
the National Safety Council will take up prevention of accidents 
among children Tuesday evening at 8:00 p.m. (THE Journat, 
September 9, page 192). On Monday evening the academy 
will meet jointly with the Medical Film Institute of the Asso- 
ciation of American Medical Colleges. The film “Embryology 
of Human Behavior,” based on some four decades of research 
with children by Dr. Arnold Gesell and his associates at the 
Yale University Clinic of Child Development, New Haven, 
Conn., will be shown for first time. The banquet is scheduled 
for Wednesday at 8:00 p. m. Commercial and scientific exhibits 
will be shown. 

Prevalence of Poliomyelitis.—Reports of cases of polio- 
myelitis for the periods indicated have been received from the 
National Office of Vital Statistics, U. S. Public Health Service. 
This is the first week since May 20 that a decrease has been 
reported. 

Week Ended 











oOo Total* 5-Year 
Sept. 30, Oct.1, -———-*———, Median, 
i9o0 1949 1950 1949 = 14do- ad 
United States Total......... 1,994 1,852 20,405 32,204 18,035 
New England States: 
PROB .nc cc cctcccvccccccoceses 13 17 63 399 34 
New Hampshire............++ 6 16 17 176 23 
VOFMONE......cccccscccccccces 1 1 24 105 25 
Massachusetts,...........+.. 40 82 316 1,406 239 
Rhode Island..............+ 7 ll 38 118 56 
Connecticut... .....-+eeeeeees 31 40 296 459 101 
Middle Atlantic States: 
BE wascutcceseuseceoes 33 287 2,542 4,358 1,017 
OW GOTO F ccc ccccccccccoccess 68 65 554 1,055 568 
Pennsylvania......... Cccecse 118 47 818 bed 538 
East North Central States: 
icc cccccscccesecccccccccs 159 105 956 1,440 899 
Indiana............++6+ os 46 36 297 882 254 
inca ccsdedctes oe. 113 1,157 2,423 800 
Michigan............ -- 12 134 1,036 2,252 506 
Wisconsin él 68 500 803 368 
West North Central States: 
BEOOR coc ccccessccceses 32 89 325 1,528 853 
ToW8..... 6. scenes 86 56 895 919 403 
Missouri........ 28 27 252 1,123 241 
North Dakota.. es 5 24 416 97 
South Dakota.. 10 25 95 292 223 
Nebraska........ cies 26 41 289 480 407 
PNBine cc seccccessccccccess 27 21 319 572 240 
South Atlantic States: 
DOIBWATO... cc cccccccscccscces 3 es 28 36 36 
Te 47 13 396 1538 69 
District of Columbia........ 14 38 147 77 7 
ee 61 13 253 253 
Weat Virginia... .....cese..0. 29 7 251 291 81 
North Carolina.............. 41 13 530 167 125 
South Oarolina.............. 13 5 352 738 78 
BeSB ac cccvccccccccccscccce 26 12 262 150 113 
FUER... cccccevesesescseees 12 8 234 181 181 
East South Central States: 
Kentucky 30 33 487 498 92 
Tennessee.. 28 13 400 4227 . 300 
Alabama.........e0ceeeeceees 6 8 213 191 164 
Mississippi................005 7 10 267 268 135 
West South Central States: 
BEROMBEB, cc cccccccscccccecce 16 25 242 856 121 
BA Ric ec vceccccccccccccs 12 7 272 189 110 
Oklahoma. ..........60-ceceee 18 40 408 1,083 298 
Pi neghadanéantenecdece 92 67 2,059 1,852 847 
Mountain States 
WROMCAMS.n. 0 .cccccescccseses 2 12 26 74 41 
ih timkseceécessssecsese i3 16 75 363 67 
Wyoming............-e.0000s 6 31 96 
Colorado........cccsessececes 6 36 lll 526 107 
New Moxieo.........scccseees 3 7 70 148 
BIEBics co cccvevencccesccese 5 9 90 122 100 
MS eedcucceescccovecesces 9 iu 40 168 103 
PE racecccicececcceccvcee 4 i 3 
Pacific States: 
Washington. ..............5+ 41 36 334 416 208 
eee 26 17 250 164 100 
California. ........ccseceeeee 65 117 1,126 1,516 1,516 


* Beginning with the 12th week of each year. 
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Medical Examinations and 
Licensure 


COMING EXAMINATIONS AND MEETINGS 


BOARDS OF MEDICAL EXAMINERS 

AtasamMa: Montgomery, June 26-28. Sec., Dr. D. G. Gill, 519 Dexter 
Ave., Montgomery. ; 

Arizona: October 17-19. Phoenix. Sec., Dr. J. H. Patterson, 316 W. 
McDowell Road, Phoenix. 

Arxansas: * Little Rock, Nov. 9-10. Sec., Dr. Joe Verser, Harrisburg. 
Homeopathic: Nov. Sec., Dr. C. S. Bungart, 105 N. 14th St., Ft. Smith. 
Eclectic: Nov. 9. Sec., Dr. C. H. Young, 1415 Main St., Little Rock. 

Cattrornta: Examination Written. Sacramento, Oct. 16-19. Exami- 
nation, Oral and Clinical for Foreign Medical School Graduates, San Fran- 
cisco, Nov. 12. Reciprocity, Oral Examination, San Francisco, Nov. 11. 
Sec., Dr. Frederick N. Scatena, 1020 N Street, Sacramento 14. 

Cotorapo: * Denver, Jan. 3-5, 1951. Exec. Sec., Mrs. B. M. Hudgens, 
831 Republic Bldg., Denver. 

Connecticut: * Hartford, Nov. 14-15. Sec., Dr. Creighton Barker, 160 
St. Ronan St., New Haven. Homeopathic: Nov. 14-15. Sec., Dr. Donald 
A. Davis, 38 Elizabeth St., Derby. 

Decaware: Dover, Jan. 9-11. Reciprocity. Jan. 18, 1951. Sec., Dr. 
J. S. McDaniel, 229 S. State St., Dover. 

Fioripa: * Jacksonville, Nov. 26-28. Sec., Dr. Homer Pearson, 701 
Dupont Bidg., Miami. 

Georcia: Atlanta, Oct. 10-11. Sec., Mr. R. C. Coleman, 111 State 
Capitol, Atlanta 3. ‘ 

Hawatt: Honolulu, Jan. 8-11, 1951. Sec., Dr. I. L. Tilden, 881 S. 
Hotel St., Honolulu. 

Ipano: Boise, Jan. 8, 1951. Sec., Mr. Armand L. Bird, 305 Sun 
Bidg., Boise. 

ILLINOIs: Chicago, Oct. 10-12. Superintendent of Registration, 
Mr. Charles F. Kervin, Capitol Bldg., Springfield. 

Inp1ana: Indianapolis, June 1951. Exec. Sec., Miss Ruth V. Kirk, 
1138 K. of P. Bidg., Indianapolis 4. 

lowa: Written. Des Moines, Dec. 4-6. Acting Director, Division of 
Examination and Licensure, State Department of Health, 1027 Des Moines 
St.. Des Moines. 

Kansas: Topeka, Dec. 13-14. Sec., Dr. O. W. Davidson, 772 New 
Brotherhood Bldg., Kansas City. 

Lovrstana: New Orleans, Dec. 8-10. Sec., Dr. R. B. Harrison, 1507 
Hibernia Bank Bldg., New Orleans. 

Maine: Portland, Nov. 14-15. Sec., Dr. Adam P. Leighton, 192 
State St., Portland. 

MaryLann: Baltimore, Dec. 12-15. Sec., Dr. Lewis P. Gundry, 1215 
Cathedral St., Baltimore 1. 

MassacuuseEtts: Boston, Jan. 23-26, 1951. Sec., Dr. Geo. R. Schadt, 
37 State House, Boston. 

Minnesota:* Minneapolis, Oct. 17-19. Sec., Dr. J. F. Du Bois, 230 
Lowry Medical Arts Bldg., St. Paul 2 

Misstssipr1: Jackson, December. Asst. Sect., Dr. R. N. Whitfield, 
Jackson 113. 

Missourt: October 19-21. Kansas City. Exec. Sec., Mr. John A. 
Hailey, P. O. Box 4, Jefferson City. 

Montana: Helena, Oct. 2. Sec., Dr. S. A. Cooney, 7 W. 6th Ave., 
Helena, 

Nepraska:* June 1951. Director, Mr. Oscar F. Humble, Room 1009, 
State Capitol Bldg., Lincoln. 

Nevapa: Nov. 6. Carson City. Sec., Dr. George H. Ross, 112 Curry 
Street, Carson City. ; 

New Jersey: ‘Trenton, Oct. 17-20. Sec., Dr. E. S. Hallinger, 28 W. 
State St., Trenton. 

New Mexico:* Santa Fe, Oct. 9-10. Sec., Dr. Charles J. McGoey, 
Coronado Building, Santa Fe. 

New Yorx: New York, Buffalo, Albany and Syracuse, Oct. 3-6. 
Sec., Dr. Jacob L. Lochner, 23 S. Pearl St., Albany. 

Nortu Carottna: Reciprocity. Raleigh, Sept. 25. Sec., Dr. Ivan 
Procter, 226 Hillsboro St., Raleigh. 

Norra Daxota: Grand Forks, Jan. 3-6. Sec., Dr. C. J. Glaspel, 
Grafton. 

Ou10o: Columbus, December. Sec., Dr. H. M. Platter, 21 W. Broad 
St., Columbus. 

Orecon: * Examination. Portland, January 1951. Reciprocity. Port- 
land, Oct. 13. Sec., Mr. Howard I. Bobbit, 608 Failing Bldg., Portland 4. 

PENNSYLVANIA: Philadelphia, January 1951. Acting Secretary, 
Mrs. M. G. Steiner, 351 Education Bldg., Harrisburg. 

Ruope Istanp:* Providence, Oct. 5-6. Chief, Mr. Thomas B. Casey, 
355 State Office Bldg., Providence. 

Sovutn Carotina: Columbia, Nov. 13-15. Sec., Dr. N. B. Heyward, 
1329 Blanding St., Columbia. 

Sovrnm Dakota: Jan. 15-16. Sioux Falls, South Dakota. Sec., Dr. 
C. E. Sherwood, 300 First National Bank Bldg., Sioux Falls. 
TENNESSEE: * Memphis, Sept. 27-28. Sec., Dr. H. W. Qualls, 1635 
Exchange Bldg., Memphis 3. 

Texas:* Fort Worth, November 9-11, 1950. Sec., Dr. M. H. Crabb, 
1714 Medical Arts Bldg., Fort Worth. 

Uran: Salt Lake City, July 1951. Dir., Mr. Frank E. Lees, 324 State 
Capitol Bldg., Salt Lake City 1. 

Vermont: Burlington, February 1951. Sec., Dr. F. J. Lawliss, 
Richford. 

Virotnta: Richmond, Nov. 30, Dec. 1-2. Sec., Dr. K. D. Graves, 631 
First St., S.W., Roanoke. 

Wasurncton:* Seattle, January 1951. Sec., Mr. Edward C. Dohm, 
Department of Licenses, Olympia. 

West Vircrnta: Charleston, Oct. 2-4. Sec., Dr. N. H. Dyer, State 
Capitol, Charleston 6. 

Wisconstn: * River Falls, Jan. 9-11, 1951. Sec., Dr. C. A. Dawson, 
Tremont Blidg., River Falls. 

Wyominc: Cheyenne, Oct. 2. Sec., Dr. Franklin D. Yoder, Capitol 
Bidg., Cheyenne. 


* Basic Science Certificate required. 
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Arkansas: Little Rock, Oct. 3-4. Sec., Mr. L. E. Gebauer, 1002 
Donaghey Bldg., Little Rock. 

Connecticut: Oct. 14. Executive Sec., M. G. Reynolds, State Board 
of Healing Arts, 110 Whitney Ave., New Haven 10. 

District or CoLtumBiA: Washington, Oct. 23-24. Dr. Daniel L. 
Seckinger, 4130 E. Municipal Blidg., Washington. 

Fioripa: Jacksonville, Nov. 11. Sec., Mr. M. W. Emmel, University 
of Florida, Gainesville. 

Iowa: Des Moines, Oct. 10. Sec., Dr. Ben H. Peterson, Coe College, 
Cedar Rapids. 

Micuicanx; Examination. Ann Arbor, Oct. 13-14. Sec., Miss Eloise 
LeBeau, 101 North Walnut Street, Lansing 15. 

MINNESOTA: Minneapolis, Oct. 3-4. Sec., Dr. Raymond N. Bieter, 
105 Millard Hall, University of Minnesota, Minneapolis 14. 

Nespraska: Examination. Omaha, Oct. 3-4. Director, Mr. Oscar F. 
Humble, Room 1009, State Capitol Building, Lincoin 9. 

Ruope Istanp: Examination. Providence, Nov. 8. Chief, Division 
of Professional Regulation, Mr. Thomas B. Casey, 366 State Office 
Building, Providence. 

Sovtn Dakota: Vermillion, Dec. 1-2. Sec., Dr. Gregg M. Evans, 
310 E. 15th St., Yankton. 

Texas: Examination. Austin, Oct. 13-14, April 1951. Sec., Brother 
Raphael Wilson, 306 Nalle Building, Austin. 

WasHINGTON: Seattle, January 1951. Sec., Mr. Edward D. Dohm, 
Department of Licenses, Olympia. 

Wisconsin: Examination. Milwaukee, Dec. 2. Sec., Mr. W. HL 
Barber, Scott and Watson Sts., Ripon. 


Coming Medical Meetings 


American Academy of Pediatrics, Palmer House, Chicago, Oct. 16-19, 
Dr. Clifford G. Grulee, 636 Church St.,- Evanston, Ill, Secretary. 
American Association of Medical Record Librarians, Somerset Hotel, 
Boston, Oct. 23-27. Miss Martha M. Bailer, 18 E. Division St., Chicago 

10, Executive Secretary. 

American Clinical and Climatological Association, Red Lion Inn, Stock- 
bridge, Mass., Oct. 17-19. Dr. James Bordley III, Mary Imogene 
Bassett Hospital, Cooperstown, N. Y., Secretary. 

American College of Surgeons, Boston, Oct. 23-27. Dr. Paul B. Magnuson, 
40 E. Erie St., Chicago 11, Secretary. 

American Public Health Association, Hotels Statler and Jefferson, St. 
Louis, Oct. 30-Nov. 3. Dr. Reginald M. Atwater, 1790 Broadway, New 
York 19, Executive Secretary. 


- American Society for the Study of Arteriosclerosis, Hotel Knickerbocker, 


Chicago, Nov. 5-6. Dr. O. J. Pollak, Quincy City Hospital, Quincy 69, 
Mass., Secretary. 

American Society of Anesthesiologists, Houston, Texas, Nov. 7-10. Dr. J. 
Earl ‘Remlinger Jr., 188 W. Randolph St., Chicago 1, Secretary. 

American Society of Clinical Pathologists, Drake Hotel, Chicago, Oct. 
17-21. Dr. Clyde G. Culbertson, 1040 W. Michigan St., Indianapolis 7, 
Secretary. 

American Society of Plastic and Reconstructive Surgery, Mexico City, 
Mexico, Nov. 27-29. Dr. Clarence R. Straatsma, 66 E. 79th St., New 
York City, Secretary. 

American Society of Tropical Medicine, Savannah, Ga., Nov. 6-9. Dr. 
Quentin M. Geiman, 25 Shattuck St., Boston 15, Mass., Secretary. 

Association of American oe Colleges, Lake Placid, N. Y., ~ 22-25. 
Dr. Dean F. Smiley; 185 N. Wabash Ave., Chicago, Secreta 

Association of Life Insurance "Medical Directors of America, New York, 
Oct. 19-20. Dr. Henry B. Kirkland, P. O. Box 594, Newark 1, N. J., 
Secretary. 

Association of Military Surgeons of the United States, Hotel Statler, 
New York, Nov. 9-11. Col. James M. Phalen, Armed Forces Institute 
of Pathology, Washington 25, D. C., Secretary. 

Association of State and Territorial Health Officers, Washington, D, C., 
Oct. 23-27. Dr. Leroy E. Burney, 1098 W. Michigan St., Indianapolis 
7, Secretary. 

Central Society for Clinical Research, Drake Hotel, Chicago, Nov. 3-4. 
Dr. Kenneth G. Kohlstaedt, 960 Locke St., Indianapolis 7, Secretary. 
Gerontological Society, Inc., Chase Hotel, St. Louis, Nov. 12-13. Dr. 

Henry S. Sims, 630 W. 168th St., New York 32, Secretary. 

International College of Surgeons, United States Chapter, Cleveland Hotel, 
Cleveland, Oct. 30-Nov. 3. Dr. Arnold S, Jackson, 1516 Lake Shore 
Drive, Chicago, Executive Secretary. 

Interstate Postgraduate Medical Association of North America, Hotel 
Stevens, Chicago, Nov. 6-9. Dr. Arthur G. Sullivan, 16 N. Carroll St., 
Madison, Wis., Managing Director. 

Omaha Mid-West Clinical Society, Hotel Paxton, Omaha, Neb., Oct. 23-27. 
Dr. John M. Thomas, 1031 Medical Arts Bidg., Omaha 2, Secretary. 
Pennsylvania, Medical Society of the State of, Philadelphia, Ost. 15-19, 
Dr. Walter F. Donaldson, 500 Penn Ave., Pittsburgh 22, Secretary. 
Postgraduate Medical Assembly of South Texas, Shamrock Hotel, Houston, 
Texas, Nov. 20-22. Dr. Donald M. Paton, 229 Medical Arts Bldg., 

Houston, Secretary. 

Southern Medical Association, St. Louis, Nov. 13-16. Mr. C. P. Loranz, 
1020 Empire Bldg., Birmingham 3, Ala., Secretary. 

Southwestern Medical Association, Hotel Westward Ho, Phoenix, Ariz., 
Oct. 26-28. Dr. Wickliffe R. Curtis, First National Bank Bldg., El Paso, 
Texas, Secretary. 

Western Surgical Association, Minneapolis, Nov. 30-Dec. 2, Dr. Michael 
Mason, 154 E. Erie St., Chicago, Secretary. 


International Meetings 


World Medical Association, Hotel Roosevelt, New York City, U. S. A, 
Oct. 16-20. Dr. Louis H. Bauer, 2 E. 103d St., New York City 29, 
Secretary-General, 
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Murphy, — Bumgardner, New York; born in Mor- 
ganton, N. C., Aug. 4, 1884; Johns Hopkins University School 
of Medicine, Baltimore, 1909 ; from 1910 to 1913 assistant in 
pathology and bacteriology, associate from 1913 to 1915 and 
associate member from 1915 to 1923, when he became life 
member at the Rockefeller Institute, where he was in charge 
of Laboratory of Cancer Research; Thayer lecturer in 1934, 
Hatfield lecturer in 1936, Tufts College Harvey lecturer in 
1937, Cancer Educational lecturer, University of Chicago, 1939, 
Cutter lecturer, Harvard, 1940, Phi Beta Pi lecturer, University 
of Virginia, Charlottesville, 1940, Barnard Free Skin and Cancer 
Hospital lecturer in St. Louis in 1941; from 1922 to 1930 com- 
missioner of the New York State Board of Charities ; member 
of the Federation of American Societies for Experimental Biol- 
ogy, American Society for Experimental Pathology, American 
Association for the Advancement of Science, American Society 
for Clinical Investigation, Association of American Physicians, 
American Association for Cancer Research (serving on the 
council from 1916 to 1923, as vice president in 1921 and presi- 
dent in 1922), Association Francaise pour L’Etude du Cancer, 
Leeuwenhoek-Vereeniging, American Cancer Society, the 
National Academy of Sciences and Sigma XI, Sigma Nu and 
Nu Sigma Nu fraternities; fellow of the New York Academy 
of Medicine; delegate to the International Congress of Medi- 
cine in London in 1913, Pan American Scientific Congress in 
1915, Congress de Cancer in Strasbourg in 1923, and the Inter- 
national Cancer Conference in London in 1928; member of the 
National Research Council’s Committee on Growth and from 
1938 to 1944 member of the National Advisory Cancer Council ; 
a major in the Medical Corps, U. S. Army, serving in the Sur- 
geon General’s Office, during World War I; was awarded the 
Belgian Order of Leopold and the Chinese Medal of Honored 
Merit; received honorary degrees from the University of North 
Carolina at Chapel Hill, University of Louvain, in Belgium, 
and Oglethorpe (Ga.) University ; at one time member of the 
advisory board and chairman of the editorial committee of 
Cancer Research; on the board of visitors of the New York 
State Institute for the Study of Malignant Diseases in New 
York; on the boards of Sloan-Kettering Institute for Cancer 
Research in New York and the Roscoe Jackson Memorial 
Laboratory at Bar Harbor, Me.; on the board of managers of 
the Memorial Hospital in New York and Mount Desert Island 
Hospital in Bar Harbor, Me., of which he was president in 
1928 and vice president since 1929; died in the Mount Desert 
Island Hospital in Bar Harbor, Maine, August 24, aged 66. 

Smith, Dudley Crofford ® Charlottesville, Va.; born in 
Lafayette Springs, Miss., Dec. 15, 1892; University of Virginia 
Department of Medicine, Charlottesville, 1916; professor of 
dermatology and syphilology and head of the department at his 
alma mater; specialist certified by the American Board of 
Dermatology and Syphilology ; member of the American Derma- 
tological Association, of which he had been vice president in 1935, 
Virginia Academy of Medicine, American Association for the 
Advancement of Science, Society for Investigative Dermatology, 
Atlantic Dermatological Conference and the American Academy 
of Dermatology and Syphilology; member of the House of 
Delegates of the American Medical Association in 1933 and vice 
chairman from 1944 through 1946 of the Section on Dermatology 
and Syphilology and was elected chairman in 1950; in 1935 at 
the Atlantic City, N. J., meeting of the American Medical 
Association received the Certificate of Merit for his Scientific 
Exhibit, “Practical Epidemiology and Syphilis” ; formerly chair- 
man and secretary of the section on dermatology and syphilology 
of the Southern Medical Association; past president of the 
Albemarle County Medical Society and the Baltimore-Washing- 
ton Dermatological Society; a special consultant of the U. S 
Public Health Service since 1933 and investigator collaborating 
with the National Research Council and the U. S. Public Health 
Service in standardizing treatment of syphilis with penicillin; 
served with the Martha Jefferson Hospital and Sanitarium 
and the University of Virginia Hospital; died August 30, aged 
57, of coronary thrombosis. 

Longo, Thomas Joseph, Brooklyn; born in 1882; Fordham 
University School of Medicine, New York, 1916; formerly a 
pharmacist; member of the American Medical Association; 
specialist certified by the American Board of Internal Medi- 





@ Indicates Fellow of the American Medical Association. 


cine; fellow of the American College of Physicians: mem- 
ber of the American Association of Industrial Physicians and 
Surgeons; formerly on the faculty of the Long Island College 
Hospital; a member of the state medical advisory board and a 
physician for the Selective Service System during World War 
II; president of the medical board, Coney Island Hospital, 
where he was attending physician and director of medicine; 
consulting physician at Samaritan Hospital and an attending 
physician at Harbor Hospital; served as a member of the 
board of visitors of Creedmoor State Hospital in Queens Vil- 
lage; died in the New York Polyclinic Medical School and 
Hospital August 15, aged 65, of carcinoma of the sigmoid with 
metastasis to the liver. 

Shoudy, Loyal Ambrose ® Bethlehem, Pa.; born in Ellens- 
burg, Wash., in 1880; University of Pennsylvania School of 
Medicine, Philadelphia, 1909; fellow of the American College 
of Physicians and the American Public Health Association ; 
a charter member and twice president of the American Asso- 
ciation of Industrial Physicians and Surgeons; vice president 
and director of the National Safety Council; member of the 
American Iron and Steel Institute; medical director of Bethle- 
hem Steel Company; served for 10 years as president of the 
Bethlehem Area, Boy Scouts of America, and later became their 
honorary president ; as an outstanding alumnus of the University 
of W ashington, Seattle, in 1943 was awarded the honorary 
degree of “Summa Laude Dignatus”; at one time in charge of 
the Mary Drexel Children’s Hospital in Philadelphia; affiliated 
with St. Luke’s Hospital, where he died August 30, aged 70, 
of cerebral arteriosclerosis. 

Plummer, Ralph Walter ® Medical Director, Captain, 
U. S. Navy, retired, Philadelphia; born in Chicago, Oct. 18, 
1874; Rush Medical College, Chicago, 1897; fellow of the 
American College of Surgeons ; entered the medical corps of the 
U. S. Navy in 1899; retired July 15, 1929; in 1919-1920 com- 
manding officer of the hospital ship Solace; later appointed sur- 
geon of the Atlantic Fleet; during World War I was in charge 
of medical activities in the Fourth Naval District and was 
medical aide to the district commandant; later became medical 
director of the hospital at the Navy Yard in Philadelphia, direc- 
tor of the Graduate Hospital of the University of Pennsylvania 
and medical director at the Hahnemann Hospital, where he died 
August 28, aged 76, of diabetes mellitus. 

Parsonnet, Aaron E., ® Newark, N. J.; born in Warsaw, 
Poland, Oct. 14, 1889; Maryland Medical College, Baltimore, 
1911; Bennett Medical College, Chicago, 1913; specialist cer- 
tified by the American Board of Internal Medicine; fellow of 
the American College of Physicians; assistant physician, car- 
diologist in chief and director of electrocardiographic labora- 
tories, Newark Beth Israel Hospital; consultant cardiologist, 
St. Elizabeth Hospital in Elizabeth, Aurora Institute in Mor- 
ristown, Perth Amboy General Hospital, West Hudson Hospital 
in Kearny and the Newark Board of Health; consultant in 
chief, Daughters of Israel Home for the Aged; died in West 
Orange August 20, aged 60, of coronary thrombosis. 

Wear, Harry H., Meeker, Colo.; born in Meeker, June 3, 
1897; University of Colorado School of Medicine, Denver, 
1921; formerly on the faculty of his alma mater; member of 
the American Medical Association and American Urological 
Association; fellow of the American College of Surgeons; 
formerly secretary of the Denver Urological Society; served 
on the consulting staff of Denver General Hospital, as attend- 
ing urologist at St. Anthony Hospital, on the urological staff, 
Children’s and Colorado General hospitals and on the staff 
of Porter Sanitarium and Hospital, all in Denver; burned to 
death in his summer home at Miller Creek July 20, aged 53. 

Allen, Clay, St. Louis; St. Louis College of Physicians and 
Surgeons, 1904; died August 16, aged 78, of carcinoma of the 
rectum. 

Anderson, Laurie W. Chester G., Oxford, N. C.; Leonard 
Medical School, Raleigh, 1912; died ‘August 16, aged 68. 

Anderson, Warren Edward, Pensacola, Fla.; Atlanta 
Medical College, 1916; member of the American Medical 
Association ; served during World War I; affiliated with Sacred 
Heart Hospital, Escambia General Hospital and the Pensacola 
Maternity Hospital, of which he was a founder; died August 
21, aged 58, of coronary thrombosis. 
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Bandy, William Gaither, Lincolnton, N. C.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1908; mem- 
ber of the American Medical Association; served on the staff 
of the Reeves Gamble Hospital; died in Richmond, Va., August 
24, aged 67, of coronary occlusion. 

Barrett, Alfred Eugene, Fort Stockton, Texas; University 
of Nashville (Tenn.) Medical Department, 1899; member of the 
American Medical Association; served as city and county health 
officer; died recently, aged 80, of cerebral thrombosis. 

Hill, Armina Sears ® Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1906; affiliated with Women’s and Children’s Hospital, 
where she was twice president; died August 22, aged 78. 

Hinkley, Henry Lu Sern, Green Springs, Ohio; the Hahne- 
mann Medical College and Hospital, Chicago, 1887; for three 
terms mayor of Green Springs; first health commissioner of 
Seneca County; died August 10, aged 92, of myocarditis. 

Kessenger, John D., Limon, Colo.; Missouri Medical Col- 
lege, St. Louis, 1889; died in Salt Lake City recently, aged 85. 

King, M. Earl, Louisville, Ky.; Kentucky University 
Medical Department, Louisville, 1903; died July 17, aged 74. 

Larson, Erick Nels, Lake Villa, Ill.; Bennett Medical Col- 
lege, Chicago, 1910; served on the staff of the Norwegian 
American Hosptal; died September 5, aged 71, of uremia and 
myocardosis. 

McBride, Bernard, Island Park, N. Y.; University and 
Bellevue Hospital Medical College, New York, 1899; fire sur- 
geon and school physician in Island Park; served as deputy 
health commissioner in Nassau County; formerly affiliated with 
Bellevue and Harlem hospitals in New York; died September 
1, aged 85. 

McDougall, William Lowndes @ Atlanta, Ga.; Atlanta 
Medical College, 1919; specialist certified by the American 
Board of Otolaryngology ; member of the Southeastern Surgical 
Congress, American Academy of Ophthalmology and Oto- 
laryngology and the American Laryngological, Rhinological and 
Otological Society; fellow of the American College of Sur- 


geons; afhliated with Grady, Emory University, St. Joseph, 


Crawford W. ‘Long Memorial and Georgia Baptist hospitals; 
died July 18, aged 57, of myocardial infarction. 

McFadden, Ralph Hope, Whitesburg, Ky.; Medical Col- 
lege of the State of South Carolina, Charleston, 1912; served 
during World War I; died August 6, aged 61. 

Mandel, Milton ® Chicago; Northwestern University Medi- 
cal Schoo!, Chicago, 1904; specialist certified by the American 
Board of Internal Medicine; formerly professor of clinical medi- 
cine at Loyola University School of Medicine; served in France 
during World War I; affiliated with Mercy Hospital, where 
he died August 28, aged 69, of bronchopneumonia. 

Mariner, James Sidney, Youngstown, Ohio; Ohio State 
University College of Medicine, Columbus, 1916; member of the 
American Medical Association; served in France during World 
War I; for many years health commissioner of Campbell; on 
the courtesy staff of St. Elizabeth Hospital, where he died 
August 14, aged 64, of cerebral accident. 


Marshall, William N., © Aspinwall, Pa.; Jefferson Medical 
College of Philadelphia, 1884; for many years president of the 
school board; director of Citizens Deposit and Trust Company 
in Sharpsburg; died August 10, aged 90, of chronic myocarditis. 

Matthews, John Henry, Earle, Ark.; Medico-Chirurgical 
College of Kansas City, 1904; died in the Baptist Hospital, 
Memphis, Tenn., August 18, aged 75, of cerebral hemorrhage. 

Micklethwait, William Dever ® Portsmouth, Ohio; Medi- 
cal College of Ohio, Cincinnati, 1901; past president of Hemp- 
stead Academy of Medicine; medical examiner for the 
Prudential Life Insurance Company, Metropolitan Life Insur- 
ance Company and the Equitable Life Insurance Company ; 
affiliated with Mercy Hospital, where he died August 8, aged 
74, of carcinoma. 

Minot, Wallace Dobbs, Tuscaloosa, Ala.; Tulane Univer- 
sity of Louisiana School of Medicine, New Orleans, 1935 ; mem- 
ber of the American Medical Association; affiliated with Druid 
City Hospital; served during World War II; died in the 
Veterans Administration Hospital August 4, aged 44, of 
coronary heart disease. 

Mintz, Chauncey Abram, Oil City, Pa.; Western Penn- 
sylvania Medical College, Pittsburgh, 1894; died recently, 
aged 80. 
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Moone, Samuel I., Norfolk, Va.; Leonard Medical School, 
Raleigh, 1904; died August 9, aged 77. 

Moore, Walter Roger ® St. Joseph, Mo.; Washington 
University School of Medicine, St. Louis, 1920; specialist cer- 
tified by the American Board of Pediatrics; member of the 
American Academy of Pediatrics; past president and secretary 
of the Buchanan County Medical Society; affiliated with St. 
Joseph’s and Missouri Methodist hospitals; died August 16, aged 
54, of hypernephroma. 

Morey, John Frederick, Crestline, Ohio; Eclectic Medical 
College, Cincinnati, 1923; member of the American Medical 
Association ; served during World War I; affiliated with Crest- 
line Emergency Hospital; died August 14, aged 55. _ 

Morrison, Lawrence Raymond ® Boston; Tufts College 
Medical School, Boston, 1924; member of the American Asso- 
ciation of Pathologists and Bacteriologists; instructor in neuro- 
pathology at Harvard Medical School; research neuropathol- 
ogist, Massachusetts General Hospital; died in Fairview Hos- 
pital, Great Barrington, Mass., August 12, aged 53,°of coronary 
thrombosis. 

Morrow, Carl William, Hastings, Neb.; Cotner Uni- 
versity Medical Department, Lincoln, 1913; served overseas 
during World War I; at one time associated with the Indian 
Service; affiliated with Mary Lanning Memorial Hospital, 
where he died August 25, aged 61, of coronary heart disease. 

Mullinnex, Merlin Eugene ® Paradise, Calif.; College of 
Medical Evangelists, Loma Linda and Los Angeles, 1930; 
specialist certified by the American Board of Physical Medi- 
cine and Rehabilitation; certified by the National Board of 
Medical Examiners; member of the American Society of 
Physical Medicine and the Arizona State Medical Association ; 
died August 10, aged 60. 

Musselman, George Henry ® Galesburg, IIl.; College of 
Physicians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1909; served during World War I; 
employed by the Peoples Gas, Light & Coke Company in 
Chicago from 1913 to 1942, serving as medical director from 
1919 to 1940; formerly director, Knox College Health Service; 
died in St. Mary’s Hospital August 22, aged 68, of coronary 
occlusion. 

Nessley, George Bowers © Columbus, Ohio; Ohio Medical 
Univetsity, Columbus, 1894; member of the board of directors 
of First Federal Savings and Loan Association; died in Mount 
Carmel Hospital July 27, aged 80, of arteriosclerotic heart 
disease. 

Oesterreicher, Edward C., Bethlehem, Pa.; Medico- 
Chirurgical College of Philadelphia, 1900; died recently, aged 77. 

Papik, Edward, Chicago; Bennett College of Eclectic Medi- 
cine and Surgery, Chicago, 1908; affiliated with Evangelical 
Hospital; local surgeon for the Illinois Central Railroad; died 
August 20, aged 70, of coronary occlusion and arteriosclerosis. 

Parker, Arthur Otis, Brush Creek, Tenn.; Chattanooga 
Medical College, 1905; member of the American Medical Asso- 
ciation; past president of the Smith County Medical Society ; 
died’ in McFarland Hospital, Lebanon, July 28, aged 66, of 
heart disease. 

Parker, James Edwin ® Corbin, Ky.; University of Louis- 
ville School of Medicine, 1925; served overseas during World 
War I; died in Louisville June 8, aged 56, of carcinoma of the 
right kidney. 

Peabody, Percy Dickinson Sr., ® Webster, S. D.; Uni- 
versity of Minnesota College of Medicine and Surgery, Minne- 
apolis, 1902; member of the House of Delegates of the American 
Medical Association in 1917; member of the Western Sur- 
gical Association; past president of the South Dakota State 
Medical Association; founder of the Peabody Clinic and Pea- 
body Hospital, where he died September 6, aged 71, of cerebral 
hemorrhage and heart disease. 

Pulsifer, Nathan, Lowell, Mass.; Cornell University Medi- 
cal College, New York, 1910; member of the American Medi- 
cal Association; served overseas during World War I; formerly 
affiliated with Lowell General, St. John’s and St. Joseph’s 
hospitals; died August 5, aged 73. 

Richardson, Edwin Josiah ® New York; University of the 
City of New York Medical Department, 1890; died July 8, 
aged 83. 

Rimer, Frank Hogan ® Pittsburgh; University of Pitts- 
burgh School of Medicine, 1911; specialist certified by the 
American Board of Otolaryngology; member of the American 








564 DEATHS 


Academy of Ophthalmology and Otolaryngology; formerly on 
the faculty of his alma mater; served during the Spanish- 
American War; formerly affiliated with Municipal and Mercy 
hospitals ; died August 3, aged 71, of Parkinson's disease. 

Robinson, John La Rue, Reno, Nev.; Keokuk Medical Col- 
lege, Keokuk, Iowa, 1898; member of the American Medical 
Association and in 1922 a member of its House of Delegates; 
past president of the Nevada State Medical Association; mem- 
ber of the Pacific Coast Oto-Ophthalmological Society; fellow 
of the American College of Surgeons; affiliated with St. Mary’s 
Hospital and Washoe County General Hospital, of which he 
had been a founder; died July 31, aged 77, of cerebral hemor- 
rhage and hypertension. 

Rogers, Henry Courtland, Sioux City, Iowa; College of 
Physicians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1898; died in Methodist Hospital 
July 29, aged 77, of injuries received when struck by an 
automobile. 

Ronneburger, George Fred, Cambria, Wis.; University 
of Michigan Department of Medicine and Surgery, Ann Arbor, 
1902; died in St. Anthony’s Hospital, Milwaukee, August 14, 
aged 72, of arteriosclerotic heart disease. 

Rowley, James Carl, Lynn, Mass.; Chicago College of 
Medicine and Surgery, 1908; died August 17, aged 66. 

Russell, John Duncan, Staten Island, N. Y.; University 
of Toronto Faculty of Medicine, Toronto, Ont., 1906; served 
overseas with the Canadian Army during World War-I; affili- 
ated with New York and Lincoln hospitals; died in Toronto 
July 30, aged 74, of heart disease. 

Rutter, Thomas Chichester ® Schuylkill Haven, Pa.; Uni- 
versity of Pennsylvania Department of Medicine, Philadelphia, 
1900; during World War II served as medical examiner for 
the Schuylkill Haven Selective Service Board; affiliated with 
the Lemos B. Warne Hospital, Pottsville, where he died August 
14, aged 77, of coronary occlusion. 

Scotti, Luigi, Providence, R. I.; Regia Universita di Napoli 
Facolta di Medicina e Chirurgia, Italy, 1903; died in St. 
Joseph’s Hospital August 9, aged 72, of coronary occlusion. 

Shaffer, Thomas Mason ® New Castle, Pa.; University of 
Pittsburgh School of Medicine, 1912; on the staffs of Jameson 
Memorial and New Castle hospitals; past president of Law- 
rence County Medical Society; died August 16, aged 69. 

Simmons, Benjamin Coleman, El Paso, Texas; University 
of Cincinnati College of Medicine, 1923; died July 3, aged 59. 

Simon, Saling ® Denver; Gross Medical College, Denver, 
1895; at one time on the faculty of his alma mater; specialist 
certified by the American Board of Internal Medicine; fellow 
of the American College of Physicians; served during World 
War I; consultant for the draft board during World War II; 
affiliated with Mercy, Presbyterian and Beth Israel hospitals; 
honorary chairman of the medical advisory board of the National 
Jewish Hospital; died August 4, aged 80. 

Sink, Harley Herbert, Columbus Grove, Ohio; Cleveland 
Homeopathic Medical College, 1903; member of the American 
Medical Association; died in Lima Memorial Hospital August 
13, aged 74. 

Skinner, Daniel Millikin, Hamilton, Ohio; Qhio-Miami 
Medical College of the University of Cincinnati 1912; fellow 
of the American College of Surgeons; served during World War 
I; affiliated with Mercy Hospital and Fort Hamilton Hospital, 
where he died August 25, aged 63, of coronary heart disease. 

Smith, Ira T., Darrouzett, Texas (licensed in Texas in 
1916); died August 9, aged 82. 

Speir, Philip Van Buren ® Greenville, Ala.; Medical Col- 
lege of Alabama, Mobile, 1900; served as councilor of the 
Medical Association of the State of Alabama; at one time medi- 
cal officer for State National Guard; on duty for Selective 
Service boards during World Wars I and II; founder and medi- 
cal director of Speir Hospital, where he died August 20, 
aged 73, of residual carcinoma of the prostate with metastases. 

Stewart, George Cameron ®@ Bay City, Mich.; Starling- 
Ohio Medical College, Columbus, 1913; died August 8, aged 64. 

Stratton, Owen Tully, Salmon, Idaho; Barnes Medical Col- 
lege, St. Louis, 1906; member of the American Medical Asso- 
ciation; formerly state senator and health officer of Lemhi 
County ; affiliated with Steele Memorial Hospital; died August 
24, aged 81, of heart disease. 
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Strickland, James Oscar, Pembroke, Ga.; Atlanta College 
of Physicians and Surgeons, 1901; for many years chairman 
of the Bryan County Health Department; died in Oglethorpe 
Sanitarium, Savannah, July 11, aged 75, of cerebral hemorrhage 
and carcinoma of the pancreas. 

Surber, Frank Raymond ® Queens Village, N. Y.; Uni- 
versity of Nebraska College of Medicine, Omaha, 1920; served 
during World Wars I and II; died July 13, aged 57. 

Tufts, Frank Servetus, Chicago; Harvey Medical Col- 
lege, Chicago, 1900; College of Physicians and Surgeons of 
Chicago, School of Medicine of the University of Illinois, 
1903; member of the American Medical Association; served on 
the staff of Evangelical Hospital; died July 12, aged 77, of 
bronchopneumonia. 

Tyndale, William Robert ® Los Angeles; Rush Medical 
College, Chicago, 1900; clinical professor of medicine emeritus 
at the University of Utah School of Medicine in Salt Lake 
City; member and past president of the Utah State Medical 
Association and Salt Lake County Medical Society; specialist 
certified by the American Board of Internal Medicine ; formerly 
affiliated with Salt Lake General and Latter Day Saints hos- 
pitals in Salt Lake City; died in Santa Monica, Calif., August 
25, aged 77, of coronary thrombosis. 

Von Lehe, John Christoph, Walterboro, S. C.; Medical 
College of the State of South Carolina, Charleston, 1915; 
affiliated with Colleton County Hospital; died August 3, aged 
59, of cerebral hemorrhage. 

Wade, James Hughey @ Ozark, Mo.; Barnes Medical Col- 
lege, St. Louis, 1897; died in Denver August 5, aged 77. 

Washington, William Henry, Newark, N. J.; Howard 
University College of Medicine, Washington, D. C., 1908; 
member of the American Medical Association; died August 4, 
aged 73, of carcinoma. 


Weathers, Henri Hudson ® East St. Louis, Ill.; Meharry 
Medical College, Nashville, Tenn., 1927; fellow of the Inter- 
national College of Surgeons and the American College of 
Surgeons ; instructor in surgery at St. Louis University School 
of Medicine in St. Louis, where he was associate director of 
surgery at Homer G. Phillips Hospital, visiting surgeon at 
Peoples Hospital and surgeon in chief at St. Mary’s Infirmary, 
where he died August 4, aged 47, of cerebral hemorrhage. 


Webb, Samuel Jr., ® Dallas, Texas; University of Nash- 
ville Medical Department, 1905; member of the American Asso- 
ciation for the Surgery of Trauma; fellow of the American 
College of Surgeons; formerly on the faculty of Baylor Uni- 
versity College of Medicine; member of the founders group of 
the American Board of Surgery; served on the staffs of Baylor 
and Parkland hospitals; died July 23, aged 67. 

Weilhamer, Otto Edward Jr., Cincinnati; University of 
Cincinnati College of Medicine, 1949; served an internship at 
Harper Hospital in Detroit; died August 25, aged 24, of 
poliomyelitis. 

Weiterer, Herman L., St. Louis; St. Louis College of 
Physicians and Surgeons, 1894; member of the American Medi- 
cal Association ; died August 29, aged 82, of cerebral hemorrhage. 


Welch, James Harvey, Rockport, Ill.; Hospital College 
of Medicine, Louisville, Ky., 1891; died recently, aged 81, of 
arteriosclerosis. 

Weymuller, Ernest A., Brigham City, Utah; Omaha Medi- 
cal College, 1898; member of the American Medical Associa- 
tion; served during World War I; died August 17, aged 78. 


Wheeler, John P., La Grange, Ky.; Louisville Medical Col- 
lege, 1893; served overseas during World War I; received 
an appointment with the U. S. Public Health Service Reserve 
and served on the staffs of various Veterans Administration hos- 
pitals ; at one time affiliated with “Silvercrest” Southern Indiana 
Tuberculosis Hospital in New Albany, Ind.; medical superin- 
tendent of Mallory-Taylor Memorial Hospital; died suddenly 
July 11, aged 78, of heart disease. 

Whitaker, Preston W. @ Long Beach, Calif.; College of 
Physicians and Surgeons, Baltimore, 1908; affiliated with Vet- 
erans Administration ; died in the Veterans Administration Hos- 
pital recently, aged 65, of heart disease and cerebral hemorrhage. 

Winton, William Cornelius ® Wilson, N. C.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1924; formerly 
served with the Michigan State Board of Health at Lansing; 
assistant physician, Eastern North Carolina Sanatorium; died 
recently, aged 57, of heart disease. 
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LONDON 
(From a Regular Correspondent) 


August 24, 1950. 


Antihistaminic Drugs and the Common Cold 

The leading article in British Medical Journal of Aug. 19, 
1950, states that the common cold has again come unscathed 
through an ineffective therapeutic attack. They were referring 
to two series of clinical trials, one by a special committee of the 
Medical Research Council, also published in the issue of August 
19, in which, a small but carefully controlled experiment of 
two antihistaminic drugs hydrochloride chlorocyclizine (dl-1- 
[p-chlorobenzhydryl]-4-methyl-piperazine | monohydrachloride) 
and promethazine hydrochloride (N-[2’-dimethylamino-n-propy] ] 
phenothiazine hydrochloride. There was no evidence of their 
having any value in the prevention of experimentally induced 
colds. Large scale clinical trial of thonzylamine hydrochloride 
in widely separated areas in Great Britain and Northern Ireland 
carried out between the middle of March and the middle of May 
1950 showed that the dosage employed had little, if any, value 
in the treatment of the common cold. 

Reports of trials of antazoline (antistine®) 
against the common cold also appeared in the same issue, by 
Dr. Gerard Lorriman, medical adviser to Ciba Laboratories, 
Ltd., Horsham, and W. J. Martin, from the Medical Research 
Council’s Statistical Research Unit. The investigators also 
conclude that after large scale trial this drug failed to show 
any effect on the course of the common cold. 


hydrochloride 


Early Diagnosis of Disseminated Sclerosis 

Douglas K. Adams and John M. Sutherland, from the 
Western Infirmary, Glasgow, and W. Bell Fletcher, of the 
Nuffield Bureau of Health and Sickness Record, Glasgow, 
review 389 cases of disseminated sclerosis to determine the 
earliest manifestations of this disease. They conclude that 
weakness of one or more limbs was the first symptom in more 
than half the patients examined. In about 26 per cent of the 
patients, visual upset was the earliest manifestation. The dis- 
ease found its main symptoms in the 20-45 year age group. The 
authors state that patients outside these age limits affected by 
this disease should have other etiological factors carefully con- 
sidered. They say that there is a decided personal suscepti- 
bility incidence of this disease, which is greatest in persons 
with a sympatheticotonic diathesis. 

In distinguishing the disease from a condition such as hysteria, 
in its earliest manifestations, the authors stress the importance 
of the association of overacting kneejerks and sluggish or 
readily exhausted abdominal skin reflexes. They also stress the 
importance for the need for recognition of the disease before 
permanent damage to the central nervous system results. 


Association of Clinical Pathologists 

The Association of Clinical Pathologists held a meeting at 
Leeds, their forty-fourth, July 20-22, with Dr. Norah Schuster 
presiding. Dr. G. Discombe (London) reviewed 16 proved and 
six suspected cases of polyarteritis nodosa. He said that labo- 
ratory investigations did not always help diagnosis, for results 
of biopsy were sometimes negative. Healed lesions in the 
kidney could produce an essential part of the syndrome. Dr. 


W. Pagel (London) discussed the histology and etiology. Sub- 
endothelia! swelling due to permeation of fluid seemed to be 
followed by exudation of fibrinogen with subsequent necrosis, 
mostly eccentric, of the vessel wall; the breach thus formed 
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became plugged with fibrin. He preferred the term “fibrinoid” 
for changes which failed to show the staining affinities of fibrin. 
In his opinion the differences between polyarteritis nodosa and 
the “pararheumatic” diseases, e. g., lupus erythematosus dis- 
seminatus, dermatomyositis and temporal arteritis, were more 
in the natural history of the disease and the site and distribution 
of the basic change rather than basic histology, which appeared 
to be identical in all. In some instances healed polyarteritis 
nodosa appeared to be the basis of an eosinophilic alveolitis 
(Loeffler’s syndrome) associated with exfoliative dermatitis and 
asthma (terminating in one case by cerebral haemorrhage). 

Dr. I. Rannie (Newcastle-upon-Tyne) described the value of 
biopsy, having obtained a positive result in eight out of 12 
cases. He explained that the four unsuccessful biopsies were 
due to unsuitability or insufficiency of the submitted material. 
In five of the eight positive instances biopsy was carried out for 
confirmation of diagnosis; four specimens were taken from the ° 
muscle and one from a skin nodule. The diagnosis of poly- 
arteritis nodosa was established as a chance biopsy finding in 
the remaining three cases, the submitted organs being appendix, 
liver, and cervix uteri and ovaries, respec‘ively. He pointed 
out that muscle was the material of choice. A tender area 
should be chosen for excision, and a negative report should 
be issued only after serial sections have been studied. 

Prof. T. Crawford (London) discussed the experimental pro- 
duction of polyarteritis nodosa. He said that there were two 
main types of procedure which led to the production of lesions 
in animals closely resembling those of the human subject. The 
first consisted in the administration of a foreign protein to a 
suitable animal, such as a rabbit; the other depended on the 
production of hypertension by a procedure such as clipping the 
renal artery in rats. The interpretation that the speaker placed 
on these experiments was that in the first procedure it led to a 
tissue antigen-antibody reaction characterized by necrosis and 
fibrin deposition in the vessel walls and a cellular reaction 
around the injured area. In the second, sudden elevation of 
blood pressure caused damage to the less well supported arteries, 
and this again led to necrosis and fibrin deposition in the 
vessel wall, with a secondary cellular response as in the former 
lesion. He thought the first procedure, when studied in con- 
junction with clinical material, was a closer parallel to the 
conditions of the human disease. He hoped that study of these 
lesions in animals would lead to a better understanding of the 
human disease. 


Penicillin and Bacterial Endocarditis 

The change that penicillin has brought about in the life his- 
tory of sufferers from subacute bacterial endocarditis is shown 
in a report by Henry Matthew, senior registrar, Royal 
Infirmary, Edinburgh, published in a recent issue of the British 
Medical Journal. He followed up some 20 cases of healed 
subacute bacterial endocarditis for 27 to 63 months. There 
were no instances of relapse or reinfection after successful treat- 
ment of the bacterial infection, and only one death occurred. 
He took note of the exercise tolerance, the radiological heart 
size and auscultatory features at the time of treatment. From 
subsequent follow-ups he concludes that in the vast majority 
of cases of subacute bacterial endocarditis it would appear that, 
provided the infection is overcome and congestive heart failure 
avoided at the time of treatment and shortly afterward, the 
disease can be regarded as an incident which leaves little or no 
evidence of additional permanent damage in a heart, the seat 
of congenital or rheumatic disease. 
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In the few cases in which deterioration occurs it can be 
anticipated by attention to the cardiac grade of the patient when 
infection is acquired, the detection of a severe degree of aortic 
regurgitation after elimination of infection and _ radiological 
observation of the heart size during and immediately after 
irradication of the disease. 


American Doctors Visit Great Britain 

Reports have appeared in the lay press of the opinions formed 
by the group of American doctors sent here to study the 
National Health Service. They quote reports appearing in THE 
JouRNAL OF THE AMERICAN Mepicat AssociaTION. They say 
this group of doctors found abuses everywhere in the National 
Health Service, that the general practitioner was reduced to 
the level of a clerk, and no evidence of any significant improve- 
ment in the health and happiness of the people. They also 
found that damage was being done to the teeth of hundreds 
of thousands of school children by the transfer of dental sur- 
geons into the Health Service. The group found that the 
waiting time for an operation such as tonsillectomy ranged from 
18 months to two years in all the hospitals they visited in 
Britain. They state, “The American Medical Association is in 
opposition to the introduction of socialized medicine into the 
United States.” ‘ 

ITALY 
(From a Regular Correspondent) 
FLorence, Aug. 1, 1950. 


Familial Hemopathy 

One of the subjects reported on at the National Congress 
of Internal Medicine was familial hemopathy. Prof. L. Pon- 
toni of the University of Naples and Professor Silvestroni 
of the University of Rome were the speakers. Professor 
Pontoni pointed out that the hereditary character of only a 
certain number of diseases of the blood has been demonstrated. 
Based on the tissue which is principally involved, hereditary 
hemopathy can be subclassified as hemorrhagic diatheses, 
anomalies and lesions of reticuloendothelial and lymphatic 
tissues, anomalies of leukopoietic and erythropoietic tissues and 
qualitative disturbances of hemoglobin metabolism. Hemor- 
rhagic diatheses include diseases of the blood plasma, of the 
apparatus for the formation of thrombocytes and of the 
angiopoietic apparatus. Professor Pontoni spoke of the familial 
lymphocytosis, outlining the close relation with the constitutional 
appearance of the lymphatic tissue and with the stability of its 
cellular elements. 

Among the diseases of the leukopoietic tissue he mentioned 
familial neutropenia and constitutional familial eosinophilia, 
emphasizing that some of these are hereditary in the strict 
sense while others result from the concurrence of+ endogenous 
and exogenous ambient factors. 

As for lesions of the erythropoietic tissue, he said that 
chlorosis might be a modification lasting for several generations, 
while in pernicious anemia there is a genotypical heredity, 
extremely variable because of the influence of environmental 
factors. Hemolytic jaundice presents a strictly genotypical 
heredity. In the erythropathic. group there is considerable 
involvement of the hemohistioblastic tissue and of the mesen- 
chyma, and there is associated impairment of the endocrine 
glands greater than in other groups. The familial diseases 
linked with qualitative disturbances of the hemoglobin metabo- 
lism, such as cyanosis due to methemoglobinemia, are all 
strictly hereditary. The occurrence of several combined hered- 
itary blood anomalies in one or in several offspring with a 
predisposition to blood disease is common. 

Professor Silvestroni discussed microcythemia and sicklemia. 
Microcythemia, which was studied by Silvestroni and Bianco, 
is characterized by slight erythrocytosis, hypochromia, micro- 
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cytosis, increased globular resistance and morphologic altera- 
tions of erythrocytes. This disease very likely occurs by 
mutation; it is transmitted hereditarily as a mendelian semi- 
dominant characteristic, regardless of sex. Microcythemia 
occurs in 0.47 to 10.27 per cent of the population in Italy, 
varying in different regions. It represents the common genetic 
substratum of two diseases: hemolytic jaundice and Cooley's 
anemia. Microcythemia is usually compatible with good health 
in patients in the heterozygote stage; in some cases it is 
responsible for a more or less severe form of anemia, for 
which Silvestroni proposed the term “constitutional micro- 
cytic anemia,” and corresponds with hemolytic jaundice with 
increased globular resistance. In the mild forms, the patients 
have a pale skin and a particular facial appearance called by 
Silvestroni and Gentili ‘“microcythemic facies” (projected 
zygoma, nose with sunken root, a concave dorsum and enlarged 
and rounded nostrils). 

In homozygote conditions, microcythemia gives origin to 
Cooley’s anemia, as shown in a recent investigation of 110 
families of patients with this disease. This type arises in 
the first years of life. It presents a severe clinical picture 
with a variable course, but it is always fatal. 

Similar to microcythemia in some aspects is another hemato- 
logic anomaly, also constitutional and hereditary, known as 
sicklemia or drepanocythemia. This anomaly probably occurs 
by mutation; it is transmitted hereditarily as a semidominant 
mendelian character, regardless of sex. It is characterized by 
the inherent tendency of the hematocytes to acquire a sickle- 
like shape. This disease is rare among persons of the white 
race, but it occurs especially among Italians and is frequent 
in Negroes (7 to 12 per cent). When in the heterozygote 
stage, it is compatible with good health; in the homozygote 
phase, it gives origin to the so-called drepanocytic anemia, 
which is always fatal. 


Allergy in Surgery 

At the National Congress of the Italian Society of Surgery, 
Professor Stropeni, of the University of Genoa, and Professor 
Scartozzi, of the University of Turin, reported on this subject. 
They consider allergy as a classic antigen-antibody reaction, 
but they complete this concept with modern criteria, including 
also the manifestations designated by many authors as 
heteroallergy, parallergy and metallergy. The concept of the 
speakers corresponds, practically, to that of Professor Lunedei, 
who agrees that an allergic tissue dysergia with antigen- 
antibody reaction and presensitization is involved, although the 
sensitizing agent is unknown. 

With respect to allergic pathogenesis of gastroduodenal ulcer, 
the speakers pointed out that the basis for an allergic theory 
of this disease is not definite, for many reasons, among which 
are the typical course of the disease in men. In them it 
becomes chronic, and the cyclic behavior clinically does not 
appear entirely related to allergic factors. The inefficacy of diet- 
ary elimination, the poor results with antihistaminic drugs and 
the lack of positive reactions to tests with allergenic foods, 
also militate against the allergic theory, which in some cases, 
however, may not be excluded as an adjuvant factor. On 
the other hand, the importance of allergy in diseases of the 
liver and upper biliary tract has been noted and emphasized. 
The importance of allergic phenomena appears less obvious 
in diseases of the gallbladder and in the pathogenesis of biliary 
calculosis. 

In some forms of acute appendicitis, allergic pathogenesis 
seems plausible; and the allergic hypothesis of some forms 
of intestinal infarction is sufficiently founded. In mesenteritis 
and adenomesenteritis, the allerzic phenomena may cause the 
serous inflammation from which retractile mesenteritis may 
originate. 
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An allergic pathogenesis has also been foreseen in some 
diseases of the circulatory system, among which periarteritis 
nodosa, endarteritis obliterans and phlebitis are of interest 
to the surgeon. The allergic concept may also have its place 
in the pathogenesis of operative shock as a manner in which 
pathogenic motion may be elicited. 


SPAIN 
(From a Regular Correspondent) 


Maprip, July 29, 1950. 


Medical Congresses 

The Fifteenth International Congress of Societies of Oto- 
neuro-Ophthalmology was held in Barcelona, May 24-30; the 
Second Congress of Neuropsychiatry was held in Valencia, 
May 31 to June 4; the First Congress of Geriatrics was held 
in Barcelona, June 15-18; the Second Spanish-Portuguese Con- 
gress of Medical Hydrology was held in Madrid, June 14-26 and 
the Second Congress of Orthopedic Surgery and Traumatology 
was held in Madrid, June 6-10. Coming medical congresses 
are as follows: the Twenty-eighth Congress of the Spanish- 
American Society of Ophthalmology to be held in Santander 
on the first week of September; the Third Spanish-Portuguese 
Congress of Obstetrics and Gynecology in Santander early in 
October, and the Third National Congress of Cardiology in 
Valencia during the first half of December. 


Lectures on Public Health 

At the last meeting of the national legislators, Drs. Palenzuela 
and Higueras discussed public health with Mr. B. Pérez Gon- 
zalez, Minister of the Interior. Mr. Pérez Gonzalez, who 
delivered a lecture on this subject, concluded by reading the 
following statistical data showing decreases for the period 1942 
to 1949, during which he headed the Department of the Interior : 
General death rate, from 14.8 to 11.2 per thousand; death rate 
of infants under the first year of age, from 102 to 86 per 
thousand newborns; death rate of mothers, from 2.4 to 1.2 per 
thousand childbirths; tuberculosis death rate, ‘from 122 to 104 
per 100,000; malaria death rate, from 1,781 to 84; malaria 
incidence, from 500,000 to 40,624; typhoid death rate, from 
3,539 to 1,566; exanthematous typhus death rate, from 1,548 
to 13; exanthematous typhus incidence, from 3,972 to 27; small- 
pox incidence, from 192 to 9, and diphtheria death rate, from 
956 to 311. 

The Minister commented, “The results obtained with 
health program are known abroad. The World Health Organi- 
zation has published in Geneva a study of the death rates in 
the 15 largest European countries, except Russia. In the report 
Spain rates second among European countries in preservation 
of life.” 

The Minister of Labor, Jose Antonio Girén de Velasco, 
answered the questions asked by Drs. Aznar Embid, Burgos 
Boezo and Garcia Fernandez, all of the Department of Health 
Insurance, on socialization of medicine, on the patient’s freedom 
of choice of the physician, on the high prices of drugs and the 
facility with which they are provided and on the measures which 
have been taken to prevent fraud. The Minister of Labor 
announced a plan to create laboratories of pharmaceutical 
specialities and of establishing pharmacies owned by the health 
insurance agency. 


our 


Personal 

Dr. Hermenegildo Arruga Liré, the Spanish ophthalmologist, 
was given the title of Count of Arruga by the chief of the 
Spanish state, on July 18, in recognition for his scientific work. 
He received also the Gonin Medal from the Duke of Gloucester, 
at the inaugural session of the International Congress of 
Ophthalmology in London July 17. This medal for ophthal- 
mologists has been granted, up to date, only to the German 
Vogt, to the French Baillard and now to Arruga. 
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BELGIUM 
(From a Regular Correspondent) 
Liéce, Aug. 28, 1950. 


Annual Medical Meetings in Brussels 

The annual medical meetings were held at Brussels for the 
twenty-fourth time. This medical event, as usual, was a great 
success. An innovation consisted in grouping the lectures by 
specialties. The various subjects, such as blood transfusion, 
orthopedics, endocrinology, neurology, cardiology and occupa- 
tional medicine, were discussed at sessions devoted to these 
different medical specialties. 

Prof. Bastenié, president of the meeting, who gave the 
inaugural address, traced the evolution of medicine through 
the centuries. He emphasized the unique character of the 
medical profession, which requires a relation of confidence 
between the patient and his physician. In his daily practice 
and in the application of modern therapeutic methods, the 
physician must always be guided by respect for the individual 
and for human life. The following quotation emphasizes the 
thought of the speaker: “If our ideal remains like that of 
the sociologists of the eighteenth century, of providing ‘the 
greatest good for the greatest number,’ any solution to the 
problem must include, on the one hand, the preservation of 
the secular moral code which dictates the relationship between 
the individual patient and his physician and, on the other hand, 
the practical and efficient organization of the framework in 
which an individual and personal medical service will be assured 
to all the members of. society. This twofold moral code, 
individual and social, is binding for all citizens, but especially 
for sociologists, for men in policy-making positions and for 
legislators. 

“Attempts have been made in all the countries of the Western 
world and particularly in Belgium, to establish such an organi- 
zation. It is regrettable, that the plan of this organization is 
not well defined and that the social laws of health insurance 
transgress in many respects against that double moral code 
which has been outlined.” 

A meeting was devoted to the study of congenital heart 
diseases. Dr. J. Van Heerswingels (Brussels) discussed the 
clinical, roentgenographic and electrocardiographic aspects of 
these diseases, while Dr. J. Lequime (Brussels) developed the 
problem of their physidpathology and of the indications for 
surgical treatment. Prof. J. Govaerts discussed the surgical 
treatment of the tetralogy of Fallot. In the meeting dealing 
with orthopedics, Prof. P. Ingelrans (Lille) reviewed the 
surgical aspects of arthralgia and of nontuberculous sacroiliac 
arthritis. Prof. L. Pouyanne (Bordeaux) commented on the 
place which nonsurgical treatment would retain in congenital 
dislocation of the hip; Dr. Wasserfallen (Leysin) spoke on 
the conservative treatment of osteoarticular tuberculosis, Prof. 
R. Merle D’Aubigné (Paris) on arthroplasty of the hip with 
interposition of inert substances, Dr. Ch. Lasserre (Bordeaux) 
on osteoarthrosis in Paget’s disease and Prof. C. Van Nes 
(Leyde) on some cases of restorative and reconstructive surgery. 
In the conferences on neurology, Professor Delmas discussed 
certain forms of epilepsy. Meetings were also held by other 
scientific societies, such as the Belgian Medical Society of 
Physical Education and Sports, the Belgian Society of Scien- 
tific Studies on Tuberculosis and Pneumology, the national 
Union of Reserve Officers of the Medical Corps, the Medico- 
surgical Society of the Belgian Railroads and the Belgian 
Society of Gastroenterology. 


Supervising Physicians 
At the thirty-third Congress of Occupational Medicine, held 
by the Belgian Medical Federation in Namur, the main theme 
was the necessity for close collaboration between the physicians 
who actually treat the patients and those who act as supervis- 
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ing inspectors. The large health and accident insurance organi- 
zations employ physicians to supervise the medical procedures. 
Some members suggested that the term “controlling” physician 
be replaced by inspector and that the manner of this super- 
vision be made the object of an impartial study, in order that 
the physician who treats the patient would retain his indepen- 
dence, which is so indispensable in the practice of his profession. 


BRAZIL 


(From a Regular Correspondent) 


Rio pe JANETRO, Aug. 30, 1950. 


Fifth International Congress of Microbiology 

The Fifth International Congress of Microbiology was held 
at Rio de Janeiro August 17-24, the date and the place having 
been chosen to coincide with the commemoration of the fiftieth 
anniversary of the foundation of the Oswaldo Cruz Institute. 
The four previous meetings of the International Association of 
Microbiologists were held at Paris (Pasteur Institute), London 
(Lister Institute), New York (Rockefeller Institute) and 
Copenhagen (National Serum Institute). The fifth congress 
was divided into 11 sections: general microbiology, medical and 
veterinary microbiology, viruses and viral diseases, rickettsiae 
and rickettsioses, mycology, protozoology, microbial- plant dis- 
eases, microbiology of water, soil and sewage, industrial micro- 
biology, immunity and allergy, and classification and nomen- 
clature of micro-organisms. More than 300 official delegates 
from 40 countries and more than 700 specialists were present at 
the meeting. One of the central figures of the congress was 
Sir Alexander Fleming, who took an active part in the discus- 
sion of several subjects. 

The day before the opening of the congress, two expositions 
were inaugurated at the Ministry of Health building : one organ- 
ized by the Palais de la Découverte, of Paris, to present the life 
and the work of Pasteur, and the other, the Exposition on 
Microbiology, Hygiene and Parasitology, organized by the 
Oswaldo Cruz Institute, to review the 50 years of its work. 
At the inauguration of the French exposition Prof. René Fabre, 
vice rector of the University of Paris, and the Brazilian Minister 
of Health spoke. The latter recalled that Pedro II, the old 
emperor of Brazil and a personal friend of Pasteur, opened the 
list of contributions for the erection of the Pasteur Institute 
building with a donation of 100,000 francs. At the inauguration 
of the second exposition, Dr. Olympio da Fonseca, present 
director of the Oswaldo Cruz Institute, delivered an address 
with a short history of the institute, founded by Oswaldo Cruz 
in 1900 for the preparation of vaccine and serum to combat 
plague that attacked Brazil at that time. Great works of the 
institute were done in connection with yellow fever and with 
American trypanosomiasis, discovered by Carlos Chagas, who 
succeeded Oswaldo Cruz as head of the institute.: 

The inauguration of the congress took place at the Rio de 
Janeiro Municipal Theatre; its principal feature was the presen- 
tation to the Oswaldo Cruz Institute of the Sorbonne Medal, 
awarded by the University of Paris and presented by its special 
representative Prof. Carlos Chagas Jr. The regular meetings 
of the sections were held at the Hotel Quitandinha, at Petropolis, 
a mountain resort near Rio, where the members of the congress 
lived during the week of the reunion. Several special addresses 
were delivered on important subjects: contributions of the 
Oswaldo Cruz Institute to the study of yellow fever (Drs. 
Henrique Aragao, C. Magarinos Torres, Sinval Lins and 
Henrique Penna), survey of the present knowledge of comple- 
ment and its functions (Dr. Michael Heidelberger of Columbia 
University), metabolic aspects of bacterial growth in the absence 
of cell division (Dr. Walter J. Nickerson of Brown University), 
standardization of microbiologic tests (Dr. Geoffrey W. Rake 
of the Society of American Bacteriologists), lysogenic bacteria 
(Dr. André Lwoff of the Pasteur Institute of Paris), the 
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serology of the Enterobacteriaceae (Dr. Fritz Kaufimann of 
the National Serum Institute of Copenhagen), Chagas’ disease 
(Dr. Eurico Villela of the Oswaldo Cruz Institute), progress 
of research on viruses and rickettsiae (Dr. Herald Cox of the 
United States) and identification of Rickettsia prowazeki as the 
causative agent of classic typhus (Dr. H. da Rocha Lima of 
the Oswaldo Cruz Institute). 

More than 400 scientific papers were read and discussed at 
the meetings of the several sections of the congress. The follow- 
ing papers were the most significant: Structure of Viral 
Inclusions (G. Rake and Harvey Blank), Bacterial Motility 
(A. Pijper), Bacterial Motility and Flagellar Movement (Sir 
Alexander Fleming), Cytologic Alterations of the Crithidian 
Forms of Schizotrypanum Cruzi by Ultraviolet Radiation 
(C. Chagas Jr.), Antirickettsial and Antiviral Properties of 
Aureomycin and Certain Other Antibiotics (Herald Cox), 
Cytochemical Mechanism of Action of Antibiotics (R. Pratt and 
J. Duffrenoy), Antibacterial Activity of Hydrolyzed Red Blood 
Cells in Vitro (Dorothy M. Whitney), Nature of the Anti- 
microbial Action of Terramycin (Gladys L. Hobby), New 
Tuberculin Intradermic Reaction with Needle of Automatically 
Regulated Penetration (R. Sohier), Frozen, Dried BCG (Dori- 
val M. Cardoso), Lysogenicity as an Aid in the Bacteriophage 
Typing of Salmonella Paratyphus B (R. T. Scholtens), Rapid 
Serologic Diagnosis of Typhoid (Alois Bachmann), Bacterio- 
logic Diagnosis and Epidemiological Aspects of Salmonellosis 
(Erwin Neter), Advances in Typhoid Vaccine Preparation 
(W. Silberstein), A Plea for Unification and Standardization of 
Serologic Typing of Leptospira Strains (J. W. Wolff), Terra- 
mycin in the Treatment of Frambesia (Nery Guimaraes and 
J. Travassos), Sensitization of Mice to Histamine by Pertussis 
Vaccine (Margaret Pittman), Demyelinating Encephalomyelitis 
in Man Following Natural Infection with Vaccinia Virus 
(J. Verlinde and Th. van Rijssel), Evolution and Changes in 
Influenza Viruses (C. H. Andrewes), Standardization of Sero- 
logic Tests for the Diagnosis of the Typhus Group of Fevers 
(A. Felix), Action of Aureomycin on Spotted Fever in Guinea 
Pigs (J. J. Macedo and Lemos Monteiro), Association of 
Chloramphenicol or Aureomycin to the Specific Vaccination as 
an Immediate Measure of Safety in the Prophylaxis of Spotted 
Fever (Toledo Piza), Geographic Distribution of Dermophytes 
in Relation to Taxonomy (G. C. Ainsworth), Value of Con- 
ditioned Hemolysis for the Diagnosis of American Trypanoso- 
miasis (Julio Muniz), Conditioned Hemolysis as a General 
Phenomenon (Julio Muniz), Gemmexane for Reduvidae Vectors 
of American Trypanosomiasis (J. J. Osimani), Kala-Azar in 
Venezuela (Martin Mayer), Mycobacterium Tuberculosis and 
Other Acid-Fast Bacilli Isolated from Sewage Effluents of 
OMS Tanks of Leper Colonies (Souza Araujo), Endocrine Con- 
trol of Fibrinolysis (Georges Ungar), Universal Serological 
Reaction in Health and Disease (R. L. Kahn), Some Tests for 
Blocking Rh Antibodies (F. Ottensooner), Little Importance 
of O IX Factor in Antityphoid Vaccination (Alois Bachmann), 
Taxonomy of Clostridium (A. R. Prévot), Taxonomy and 
Nomenclature of Viruses (C. H. Andrewes), Revision of the 
Intestinal Group and Creation of the New Genus Castellaneda 
(Toledo Piza) and Validity of the Genus Schizotrypanum 
Chagas (Emanuel Dias). 

There were special meetings of several committees and sub- 
committees on bacteriologic nomenclature; nomenclature of 
Enterobacteriaceae, Mycobacterium, Clostridium, Leptospira and 
viruses; medical and veterinary mycopathology, and enteric 
phage typing. There were daily sessions of scientific moving 
pictures, among which a beautiful film demonstrating the 
motility of bacteria was presented by Dr. A. Pijper of South 
Africa. An important feature of the congress was the sym- 
posium on electronic microscopy. Rome, Italy, was chosen 
as the seat for the Sixth International Congress of Micro- 
biology, in 1952. 





> ol 


Ser 
No 
Nol 
No! 





* 
t 
adju 


is a 
gran 
Publ 
6047: 
cilia 
nava 
unab 
care. 
6048 
maki 
Th 
shall 
hospi 
autho 
No 
eral ¢ 





it 


—_ = 


oa _ 


+ all 








Vouume 144 
Nomser 7 


569 


CORRESPONDENCE 


VETERANS ADMINISTRATION 


To the Editor:—In recent months there has been criticism 
directed toward the Veterans Administration regarding the 
hospitalization program for so-called non-service-connected cases. 
The authority for such hospitalization. was provided originally 
in the World War Veterans Act of 1924. The latest general 
statement containing the will of Congress in this matter is 
contained in Public 312, 74th Congress, approved Aug. 23, 1935. 

Some have contended that comparatively affluent veterans 
have been hospitalized and that the Veterans Administration is 
helpless to prevent such abuses of the authority granted by 
Congress. Such a contention is questionable, since there is 
provided in R&PR 6047 a definite order of preference.. This 


Administration hospital and in non-VA hospitals under VA 
authorizations. For example, the Veterans Administration 
Information Service, in its statistical summary of VA activities 
for May 31, 1950, reports 36,248 service-connected cases and 
69,864 non-service-connected cases. This summarized statistical 
report gives no information to indicate the disabilities under 
which all such patients were declared eligible for hospitaliza- 
tion. Approximately two thirds of those reported in hospital 
May 31, 1950 were being treated for nervous and mental dis- 
orders and for tuberculosis. 

Conservatively, it is stated that patients suffering mental dis- 
ease or tuberculosis generally are indigent or become indigent 
shortly after the onset of their disease. 


Patients Remaining on the Rolls as of Jan. 31, 1950, by Eligibility, Compensation and Pension Status and Type of Case 


Type of Case 
ee 








a eee et one _e | 
Psychiatrie and 
Neurological General 
Eligibility, Compensation, -———-_—s+—————_ Medical and 

Pension Status Total Tuberculosis Psychotie Other Surgical 

es is ki aed dak hac weed Seni ccicenssveckactpanssedae 6 122,224 14,382 56,308 7,844 43,090 

Se HE ntnnae ocnkes<dens6as ccncseavice 109,618 53,332 7,490 36,470 

ne CN 4s. ci ctat ah eihhce se ebabee mad minah ene asainanentnalos 38,154 4,436 26,580 2,132 5,006 
Non-service connected with service-connected disabilities *.................0005 18,020 1,764 6,862 1,610 7,784 
DPI |... ac rcdanhudbcedisnoatehetndsdeettdhasvesvaetidesdsaaean 53,086 5,964 19,880 8,736 23,506 
By RN GND Fao. vo cok Sia i dtc ace pccddndascsdcetccacdceguncsancaccacedunas 9,938 248 1,238 742 7,160 

Claim for compensation of service-connected disability filed, pending 

Oe Se I citncane oitnitanten daca nsddesitinande ces sihsetentinkisns 3,684 674 402 3Re 2,226 

Claim for compensation of service-connected disability denied............ 5,678 228 3,014 436 2,000 
Pension Rolls for nonservice disability ¢...........ccccccccccccccccccccseces 23,948 4,114 12,030 1,442 6,362 
Claim for pension for nonservice disability denied...............eseeeee00s 4,238 100 2,516 280 1,342 
Claim for pension for nonservice disability filed, pending or under appeal 4,638 476 590 388 3,234 
Pee UIE GR Cia sic ccc siccoes ccadvdeen secs ccencéscvscesssccsdessecese 862 124 90 66 582 
NOS osc cccncentovasetcendncncs6bseeucesccensec0endscdncnds coateneneecesane 358 162 10 12 174 
OO Has on bbddak inka icenderweniuns cbe<stindetbenesoce 12,606 2,056 2,976 354 7,220 

Re CO ic nnn ccnceensdcasdabendisacendsccdopecdscwetse case ccevcseteeneens 4,374 1,258 2,030 122 964 
Nonservice connected with service-connected disabilities *.................0008 ° 572 38 26 4 494 
SD GIN £14 Lb cundbbbuseesbnntdncshsackicbbuiedankdevaecedanccakedenns 7,646 758 916 218 5,754 
eeee 14 2 t eee 8 


DUD. <cacetepqnadeccsepndneneatbnedsapnnepsigsetbaadaceansesqsceuveddne 


* Including both compensable and noncompensable service-connected adjudicated cases. 
t Includes (a) patients in hospital more than six months who are considered to have permanent and total disability and (b) patients previously 


adjudicated as having a permanent and total disability. 


is a Veterans Administration regulation based on authority 
granted the Administrator of Veterans Affairs by Congress in 
Public Law 312 (74th Congress, Aug. 23, 1935). In R&PR 
6047(D)(1) provision is made for hospital treatment or domi- 
ciliary care for persons who served in the active military or 
naval forces during a period of war who swear that they are 
unable to defray the expense of hospitalization or domiciliary 
care. Regulations of- the Veterans Administration (R&PR 
6048 [B][2]) also advise managers regarding the penalties for 
making false sworn statements. 

Thus the Congress has defined the classes of veterans who 
shall be eligible for hospitalization in Veterans Administration 
hospitals, and the Administrator of Veterans Affairs has 
authority to determine finally who shall be hospitalized. 

Normally, the Veterans Administration uses two broad gen- 
eral classifications in reporting on those hospitalized in Veterans 


National Commander George N. Craig, of The American 
Legion, in January 1950, sought a more complete report on the 
status of those actually undergoing hospitalization under authori- 
zations of the Veterans Administration. 

At the request of Commander Craig, the Veterans Admin- 
istration agreed to check the record of every other veteran 
occupying a hospital bed as of a given date, with special refer- 


_ ence to their compensation and pension status and type of case. 


The date of Jan. 31, 1950 was selected. Data were gathered 
by hospital authorities in VA hospitals and by VA regional office 
managers as to the patients in non-VA hospitals. The statistics 
gained from this enumeration of VA-authorized hospital patients 
are summarized in the table. 

So far as The American Legion is advised, this is the first 
time this type of study of the patients hospitalized under VA 
authorization has been conducted. 
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Ne 
Enumeration of Jan. 31, 1950, there were: accurate count was not feasible, a reasonable estimate, based an 
on experience gained in servi i 
Being treated for service-connected disabilities............ 42,528 t o . i mnt a the disabled, places that number els 
Those with service-connected disabilities being treated for aso — edie : ps 
I cardi cnbdubvsdarkestédytecké<caccessse 18,592 The addition of these 7,000 to the groups included. jn 
ear the 81 per cent (98,954) makes a total of more th, 
Total of those hospitalized having serviece-connected dis- - $0 C : ‘ er 105,000 fo 
ee ee aeeaina 61,120 veterans. That leaves fewer than 15 per cent of the total hos- ple 
vitalized Jan. 31, 1950 for questioning as to their righ g 
The next largest group were found among those who were es J : , be ; S = ght to hos fec 
; : wes : pitalization. This last-named group was rigidly screened as to fu: 
adjudged by the Veterans Administration to be permanently oie aie . - A : : 
i 7 “ : “ eligibility prior to acceptance as patients. It has been estimated 
and totally disabled. There were 23,948 in this classification, oe Re Ar : P ‘ cel 
to hs nee f that in some localities this screening will not permit acceptance f 
and they were eligible for disability pensions. They were per- _ o1 
: a : of more than 5 per cent of those applying. Included are the hz 
manently and totally disabled, and their income was so restricted ? bale . t 
: : emergency and short-term non-service-connected cases without 
that they were entitled to these pensions. fi us : ot er ie 
ig - nancial resources to pay for hospitalization. 
Among the 122,224 hospitalized Jan. 31, 1950 there was a WI ; oi . ' an 
: - P s nen the VA made this enumeration of Jan. 31, 1950, Public 
group of 9,362 who had claims for service connection on file, I ‘ an 
i ; “ aw 573 (8lst Congress, approved June 23, 1950) had not : 
pending or under appeal (3,684) or denied (5,678). All the hes 3 : . : P 2 ing 
become law. Public 573 grants presumption of service connec- ts 


veterans in this classification thought, and still think, that their 


Ampere . : : tion for active pulmonary tuberculosis for World W 
disabilities are due to their service. Naturally they would : ; ar I] Th 


veterans. The presumption in this case is for the period extend- 





ly Veterans Administrati spitals for treatment, sin : : anc 
apply to eterans Adt stration hospitals | or treatment since § ing for three years from the date of separation from active 
that is the agency having the responsibility for determining “ti ; * : : , the 

: : . ’ : . service. One effect of Public Law 573 will be to increase the 

their status. And many in this group later will establish service Ey ae oe os Sa as 
. ae . number of World War II service-connected hospitalizations, 

connection, although they are presently classified as non-service- . ; : an : ] 
aa with a corresponding decrease in the number of non-service- ‘ad 

Commeeren Cases. o>." : : connected cases. It is too early to permit an estimate of the . 

Among those hospitalized were found 8,926 who had filed , era ce s f tod 

— , . number whose classification will be changed by this new law. 
claim for part III pensions as totally and permanently disabled There may be other ways to break down and analyse the me! 
veterans with reduced incomes. Of these, 4,688 had claims et , 7 ee ae : 4 the: 

‘ — ye 4238 had clai § results of the Veterans Administration survey (table), but the | 
pending or on appeal, fhe remaining 4,230 had Claims for interpretations contained in this communication support previous - 
this benefit denied previously. As with the group seeking . ian ok Wh . ; 7 has 

‘ ~ : : : spot-checks o A: patient-loads accomplished by field repre- 
establishment of service connection, those seeking the part III “ere : p ie unf 

. , il : sentatives of The American Legion. In the opinion of The 
pension could approach only the Veterans Administration, the American Legion, the program of hospitalizing veterans is mo: 
agency having the authority to make the final determination a ft a . a ‘ . inh: 

i “ proceeding along lines established by Congress. I believe there 
of their pension status. And many of them later would secure is little in this report to support the thought that paying patients T 
affirmative decisions on their claims. . : P : : psy 
‘ . e are being diverted from private hospitals. 

The groups previously discussed total 103,356 out of a total trea 
of 122,224 patients remaining in VA hospitals as of Jan. 31, T. O. Kraaset, Director, National Rehabilitation, arti 
1950. The pension status of veterans with non-service-connected The American Legion, Washington, D. C. (At 
disabilities in non-VA_ hospitals was not determined. By the 
analogy it may be presumed that a high percentage also had FRIGIDITY V 
vension claims allowed or pending. an ce : 

a ee ee S me ; To the Editor:—In reply to the letter of Dr. J. Markowitz oo 

Among the total enumerated, only 9,988 were found never in Tun Jounnas, A 6, 1950 1514, with ref 195¢ 

; c . : JouRNAL, Aug. 2 50, pag y : 
to have filed a claim, and the status of 862 could not be ascer- -_ “Poy . mn 4 eee f F nan ro ae aa cien 

. : : yaper sychosomatic Aspects j 
tained. Of the 9,988, there were 1,980 with nervous and mental ~si ; J on ony nacre righ 7 vn 8 mus 
te ; “ ras NAL, Jun , 1950, we s 2 
disabilities, and it may be presumed they were not in position sie ek yey a iste aa ; . Aone aren Mr pf = of t 

. . : °¢ ~ SV! OSOT s 7 4 5 y y S 
to file claims or to support such claims if they had been filed. a ; ; ri Pevdbets ny i — Seay — m _ unta 

of : : - of psycho r concepts 2 . S 

Those not otherwise accounted for include a large group of PASSE CORSETS GAS WCE. ” _ our 


what is called psychosomatic medicine today is the outgrowth 

of the efforts of psychoanalytically oriented physicians to under- an 

stand the interaction and interdependence of emotions and bodily - 

functions in the production of symptoms. “4 
Dr. Markowitz displays a shocking lack of information when | 


veterans with non-service-connected disabilities in non-VA hos- 
pitals. Among them are women veterans and veterans hos- 
pitalized in Puerto Rico and in other federal and _ state 
institutions. 


Among the 53,086 veterans listed as having non-service- nae a durit 
connected disabilities (table) in VA hospitals, 5,964 were under he makes such a generalization as “Many physicians regard seem 
treatment for tuberculosis, 19,880 were psychotic, 3,736 had other Freud's ideas as an ingenious system of nonsense.” Such an pens: 
psychiatric or neurological conditions and 23,506 were receiving assertion may have been valid several decades ago, but it is cer- hum 
general medical or surgical care. tainly no longer true, inasmuch as many physicians are now passi 

Of the 7,646 veterans with non-service-connected disabilities yielding to psychosomatic concepts, whereas formerly they preli 
in non-VA hospitals, 758 had tuberculosis, 916 were psychotic, Te in complete disbelief. One does not have to look far inabi 
218 had other neurological and psychiatric ailments and 5,754 © learn that the psychodynamic tenets of Freud have become am 
were receiving general medical and surgical care. well established diagnostic and therapeutic tools in all phases maki 

The combined total of veterans with service-connected disa- Of clinical medicine. This is especially true in gynecology Supp 
bilities (all classifications 61,120), those with non-service-con- Which “cross-fertilizes” with psychiatry, and endocrinology “that femit 
nected tuberculosis (6,722), non-service-connected nervous and biological nextdoor neighbor” of psychiatry. and * 
mental disease (24,750) and permanent and total general medi- With reference to Dr. Markowitz’ attack on the concepts of cine, 
cal and surgical care (6,362) is 98,954, or 81 per cent of the infantile sexuality and the Oedipus complex, we are aware that States 
total remaining in hospitals under VA authorizations. many workers in the field have rejected Freud’s theories in toto, Ccoope 

Grouped in the remaining 19 per cent are the chronic invalids while others consider all of them as proved. Neither of these We 
(general medical and surgical) without a claim filed (7,760), ¢xtremes, however, represents the attitude of clinical medicine of he 
those who have compensation (4,226) or pension (4,576) claims in general. Much of freudian theory is being modified by m pa 
pending, on appeal or denied and the number in these same recent investigators in the light of more adequate data, but the \ 


groups hospitalized in non-VA hospitals (5,754). While an fundamental discoveries of Freud remain of enduring value, < 
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and his original and brilliant work, more than that of anyone 
else, is the basis for the present day theory and practice of 
psychiatry. 

Infantile sexuality, first described by Freud, implies all 
forms of sensual gratification, such as nursing, thumb sucking, 
pleasurable excitation of the anal zone by passing or withholding 
feces and masturbation. Infantile sexuality is not to be con- 
fused with the adult genital form. Thus, for Freud, the con- 
cept “sexual” was essentially identical: with the need or drive 
for pleasure and as such was expanded to include much more 
than a purely genital function. 

Psychoanalysis has demonstrated that many neurotic traits 
and tendencies of later life, such as true frigidity, vaginismus 
and dyspareunia, are derivatives of difficulties experienced dur- 
ing the period of infantile development. This thesis is elaborated 
in our forthcoming book entitled "Psychosomatic Gynecology.” 
The infantile types of behavior noted in neurotics, psychotics 
and patients subjected to lobectomy tend to further substantiate 
the belief that early childhood experiences must be considered 
as pathogenic factors in the causation of functional disorders. 

Before the advent of Freud, the physician relied solely on his 
judgment and intuition in his attempts to help the patient, but 
today he has a mental-therapeutic science which is as funda- 
mental to medicine as physiology and anatomy. However, 
there are still too many physicians like Markowitz who sar- 
castically dismiss the contribution of this science because it 
has erroneously been associated with the word “sex.” Thus, 
unfortunately, in medicine, the field in which we try to be the 
most objective, open minded and impersonal, physicians are 
inhibited by the same taboo which it is claimed Freud violated. 

The Oedipus complex has been thoroughly discussed in the 
psychiatric literature. Since space does not permit adequate 
treatment of the subject here, we refer the reader to our recent 
article, “Psychosomatic Factors in Functional Amenorrhea” 
(Am. J. Obst. & Gynec. 59:328 [Feb.] 1950). In it we related 
the Oedipus complex to menstrual disorders. 

We were pleased to read Dr. Exner’s excellent criticism of 
our paper, which also appeared in THe JouRNAL of Aug. 26, 
1950, and are inclined to concur. We were probably not suffi- 
ciently clear in our discussion of voluntary control of the vaginal 
musculature. We were not referring to the gross contractions 
of the sphinter cunni which, to be sure, some women can vol- 
untarily accomplish with ease. We should have explained that 
our reference was to the fine fibrillary and spasmodic twitching 
of the vaginal muscles which occur with orgasm and which may 
extend throughout the entire gluteal and lower pelvic regions, 
and we do not believe this can be simulated. 

Dr. Exner’s criticism of the sentence, “The ‘normal’ woman, 
during the sex act, should be passive and receptive of the penis,” 
seems valid in this respect. The word “normal” should be dis- 
pensed with here, as it should in most writings dealing with 
human behavior. However, we believe that the woman's 
passive acceptance of the penis is necessary, at least as a 
preliminary to the sex act. It seems to us that this very 
inability to accept the penis passively or otherwise, because of 
a multiplicity of neurotic reasons, precludes any possibility of 
making sexual intercourse a mutually gratifying experience. 
Supporting our contention that passivity is associated with 
femininity, Benedek (The Functions of the Sexual Apparatus 
and Their Disturbances, in Alexander, F.: Psychosomatic Medi- 
cine, New York, W. W. Norton & Company, 1950, page 247) 
States, “. female orgasm should be achieved by ‘passive 
cooperation’ . . .” 

We are happy to learn that our article has been provocative 
of healthy criticism and interest by the profession, which was 
in part its purpose. 


W. S. Krocer, M.D., 104 S. Michigan Avenue, Chicago. 
S. C. Freep, M.D., 450 Sutter Street, San Francisco. 
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NITROGEN MUSTARDS AS CANCER- 
INDUCING AGENTS 


To the Editor:—The nitrogen mustards, methyl-bis (beta- 
chloroethyl) amine hydrochloride (HN2) and tris (beta-chloro- 
ethyl) amine hydrochloride (HN3) have been extensively used 
in the treatment of leukemia and other types of malignant 
disease (Karnofsky, D. A.; Burchenal, J. H.; Ormsbee, R. A.; 
Cornman, I., and Rhoads, C. P.: Experimental Observations 
on the Use of the Nitrogen Mustards in the Treatment of 
Neoplastic Disease, in Moulton, F. R.: Approaches to Tumor 
Chemotherapy, Symposium and Discussions American Asso- 
ciation for the Advancement of Science Publication, 1947). 
These agents have also been shown to induce mutations 
in Drosophila, in Neurospora and in bacteria (Demerec, 
M.: Chemical Mutagens, Hereditas supp. 1949, pp. 201-209) 
and to result in mitotic abnormalities in tissue cultures of chick 
embryo fibroblasts (Fell, H. B., and Allsopp, C. B.: Tissue 
Culture Experiments on the Biological Action of Methyl bis 
(8-Chlorethyl) Amine and Its Hydrolysis Products, Cancer 
Research 9:238-246 [April] 1949). In many respects these 
agents induce tissue changes similar to those produced by 
carcinogenic substances and roentgen rays. 

Many of the carcinogenic agents are also mutagenic for 
certain organisms. Dibenzanthracene, methylcholanthrene and 
benzpyrene are effective in inducing mutations in Drosophila 
(Demerec). Recently, similar observations were made in this 
laboratory with methylcholanthrene and other carcinogens in 
Neurospora. . Roentgen and ultraviolet irradiation will induce 
mutations in Neurospora as well as induce cancer in higher 
forms of life. In view of these relationships between muta- 
genesis and carcinogenesis, this study was initiated to determine 
whether the nitrogen mustards would induce tumors in experi- 
‘mental animals. 

HN2 and HN3 were injected into Swiss mice and into albino 
rats by “intravenous, intraperitoneal and subcutaneous routes. 
Approximately 0.5 mg. per kilogram of body weight was given 
per injection, with some animals receiving a single dose while 
others received injections weekly for periods of five to nine 
months. At the present time tumors have developed in 15 to 
20 per cent of the 230 treated animals, whereas no tumors have 
developed in control animals given injections with saline solution. 
These growths have béen histologically identified as fibrosar- 
comas, lymphosarcomas and adenocarcinomas. Most of them 
have been classified as malignant, and several metastatic tumors 
were also evident. The tumors have usually appeared at sites 
distad to the site of injection four to eight months after the 
administration of the nitrogen mustard was initiated. It should 
also be noted that administration of these agents in a single 
dose proved to be as effective in inducing tumors as the multiple 
injections. (This investigation was supported by a research 
grant from the National Cancer Institute of the National Insti- 
tutes of Health, Public Health Service. Dr. Alvin J. Cox Jr., 
Stanford School of Medicine; Dr. Howard L. Richardson, Uni- 
versity of Oregon School of Medicine, and Dr. Lew Cunning- 
ham, Stanford University, assisted in the study of histological 
tissue section obtained in this investigation.) 

From these results and similar ones recently reported by 
Haddow and associates of the Royal Cancer Hospital, London, 
and Heston of the National Cancer Institute, Bethesda, Md., 
the carcinogenicity of the nitrogen mustards in experimental 
animals appears to be well established. Clinical usage of these 
agents should be viewed with some concern as a consequence 
of these observations. 


A. CrarK Grirrin, Ph.D. 

Eucenta L. Branot, B.A. 

E. L. Tatum, Ph.D., Department of Biologi- 
cal Sciences, Stanford University, Calif. 
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Medical Motion Pictures 


Resection of Vagus Nerves: Transthoracic Approach. 16 mm., color, 
sound, showing time 18 minutes. Prepared in 1950 by John L. Madden, 
M.D., Department of Surgery, St. Clare’s Hospital, New York and Long 
Island College of Medicine, Brooklyn. Produced by and procurable on 
rental or purchase from Sturgis-Grant Productions, Inc., 314 East Forty- 
Sixth Street, New York 17. 

This motion picture presents in excellent detail the technic 
for surgical division of the vagus nerves to the stomach by the 
transthoracic approach for a gastroenteric stomal, or “mar- 
ginal,” ulcer. - 

The patient, whose ulcer has been present for nine and a 
half years, is placed in a direct right lateral position; the surgi- 
cal approach is through the left eighth interspace. A rib resec- 
tion is not performed. The pleural cavity is entered, the lung 
collapsed and the esophageal triangle demonstrated. The inferior 
pulmonary ligament is doubly clamped and divided, giving access 
to the posterior mediastinal space. The periesophageal areolar 
tissue is dissected and the underlying esophagus exposed. By 
rotation of the esophagus, first the left, or anterior, vagus nerve 
is visualized and isolated, and then the right. Four-centimeter 
sections of each nerve are removed. The mediastinal space is 
left open, and the wound is closed in layers without drainage. 

The operation is expertly performed; however, the esophagus 
is not carefully examined for additional vagus fibers after the 
two main trunks have been severed. There is considerable 
variation in the anatomy of the vagus nerves, and occasionally 
a vagus fiber, often of sufficient size to vitiate the entire result 
of the operation, may be missed. Careful inspection and palpa- 
tion of the denervated lower esophagus is helpful in avoidance 
of this error. 

Since failure to secure a complete vagotomy is the principal 
cause for dissatisfaction with this operation, and, since this 
film gives no indication that a serious effort has been made 
to secure a complete vagotomy, it cannot be recommended for 
the general surgeon not fully versed in this field. 

The photography is excellent. 


Living with Limitations. 16 mm., black and white, sound, showing 
time 19 minutes. Produced in 1950 by the Department of Medicine 
and Surgery, Veterans Administration. Procurable on loan from Chief, 
Medical Illustration Division, Research and Education Service, Depart- 
ment of Medicine and Surgery, Veterans Administration, Washing- 
ton, D. C. 

This excellent motion picture was prepared to show that the 
services of physical medicine and rehabilitation not only are 
extremely helpful for the more dramatically handicapped but 
serve a useful purpose as part of the armamentarium which 
every physician with patients suffering from certain common 
disabilities can call on to assist him in achieving their recovery 
and rehabilitation. The film succeeds especially well in demon- 
strating its point. The complete medical, surgical, physical 
medical and rehabilitation programs for three typical cases are 
demonstrated. The management of a patient with a disloca- 
tion of an internal semilunar cartilage from the time of ad- 
mission until the time of his return to work is demonstrated 
graphically, and the physical therapeutic and rehabilitation pro- 
cedures which follow the surgical management are clearly 
demonstrated. 

The second patient who is shown has rheumatoid arthritis 
of both hips and requires extensive medical, physical medical 
and rehabilitative management before he is finally restored, 
after five months, to limited activity. After the early stages 
of routine medical management with bed rest and analgesics, 
the early phases of the physical therapeutic regimen are shown 
and the place of corrective therapy, occupational therapy, voca- 
tional counseling and educational therapy are clearly demon- 
strated. The deft employment of all these phases of physical 
medicine and rehabilitation by a well qualified physiatrist finally 
results in the restoration of this patient to productive citizen- 
ship in a new activity in which he can be completely self 
supporting and independent despite certain residual limitations 
resulting from the arthritis. 

The final case is that of a patient who has had a recent 
coronary occlusion and who progresses from complete bed rest 
to various stages of recovery including mild activity, biblio- 
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therapy, mild occupational therapy, graduated walking and cor- 
rective therapy, a period of limited employment and finally 
restoration to an activity in which he can live a productive 
life compatible with his limited physical capabilities. 

During the filming of the various stages in the management 
of these three patients there are glimpses of the well equipped 
sections of a department of physical medicine and rehabilita- 
tion and views of other patients, such as are frequently seen in 
general medical practice, who can be benefited by the physical 
therapeutic and rehabilitative procedures which are available 
in a modern governmental hospital. It is apparent that the 
government hospitals are demonstrating to civilian hospitals the 
importance of having well organized and complete services to 
provide for rehabilitation of the whole man, to prepare each 
patient physically, mentally, socially and vocationally for the 
fullest possible life compatible with his abilities and disabilities. 
It is made clear that it is the responsibility of the physician to 
guide the total program of the patient from the day he is injured 
or becomes ill until the time he is fully restored to useful 
citizenship. 

This production can be highly recommended to all physicians 
who are interested in the newer concepts of physical medicine 
and rehabilitation as related to general medical and surgical care. 

The photography and narration are excellent, and the theme 
of the film is clearly demonstrated. 


City of the Sick. 16 mm., black and white, sound, showing time 
20 minutes. Prepared under the technical supervision of Dr. J. Fremont 
Bateman, Superintendent of Columbus State Hospital, Columbus, Ohio, 
Produced in 1950 by the Ohio Division of Mental Hygiene, State Depart- 
ment of Public Welfare. Procurable on purchase from Special Services 
Section, National Mental Health Foundation, 1790 Broadway, Room 416, 
New York 19, and on rental from Association Films, Inc., 35 West 45th 
St., New York, or your regional office. 

This motion picture is designed to give the general public a 
realistic glimpse of a public mental hospital. It is a dignified 
and reasonably accurate dramatization of the purposes, technics 
and goals of therapy employed in a representative state hos- 
pital. The scenes are accompanied by a commentary in a 
simple language by a layman who takes employment as an 
attendant at the hospital. The attendant (played by the only 
professional actor in the film) is portrayed as learning his 
important role in the teamwork of psychiatrists, social workers, 
psychologists and other special therapists who, by utilizing 
modern knowledge and methods, succeed in discharging more 
than half of all patients within a year of their first admission. 

Through excellent photography, clear commentary and author- 
itative direction, this film not only fulfils its primary intent of 
educating the public about current institutional psychiatry but 
may achieve an almost equally important purpose of interesting 
intelligent and educated laymen to seek training and employ- 
ment as aides in public hospitals where their services are 


urgently needed. 


So Much for So Little. 16 mm., color, sound, showing time Il 
minutes. Produced in 1949 by Warner Bros., for the Federal Security 
Agency, United States Public Health Service. Procurable on loan from 
the State Health Departments. 

This documentary film shows with animated cartoons how a 
community health department functions to protect a child at 
birth and during his school years, maturity and old age. 

It is a well organized, motivating type of film directed toward 
interesting people in the development of local health departments. 

The film fails to point up the participation of the private 
physician in public health work. Since the successful operation 
of health departments depends on the cooperation of the phy: 
sician, who supports the public health measures, the role of 
the physician should have been included in this film. The 
omission of the private physician tends to leave the impression 
that the public health department functions independent of the 
doctor. 

This motion picture cannot be recommended for use in 
interpreting the over-all picture of the health department, since 
the private physician is definitely a part of the plan. Playing 
down the doctor may injure the relationship between the health 
department and the private physician. 

The animation and color are excellent. 
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Blood-Grouping Tests: . Conclusiveness of Finding of 
Nonpaternity.—This was an action by the Commissioner of 
Welfare on complaint of Henrietta Tyler to determine the 
paternity of her child. From an order entered in favor of the 
complainant, the defendant appealed to the supreme court, 
appellate division, first department, New York. 

The basic question presented by this appeal, said the appellate 
division, is the weight to be given reports based on blood- 
grouping tests excluding paternity, which were received in 
evidence pursuant to the provisions of Section 67, subd. 1-a, of 
the New York City Criminal Courts Act. The statute permits 
the results of blood-grouping tests to be received in evidence 
“only in cases where definite exclusion is established.” - 

Pursuant to orders of the court, two blood tests were made 
in this case by different doctors. Their test definitely excluded 
the defendant as the father of the complainant’s child, and they 
so reported. At the trial the defendant’s counsel contended that 
such findings when received in evidence were conclusive and 
binding on the trial court. The assistant corporation counsel, 
who represented the complainant at thé trial, appears to have 
shared that view. The court, however, ruled that the reports 
were mere expressions of medical opinion and entitled to no 
greater weight than is given to opinion testimony. 

While we think, said the appellate division, that a blood test 
exclusion report is something more than an opinion, the weight 
that should be given to it depends on the evidence adduced in 
its support. If, as the defendant contends, it is a scientifically 
established and accepted fact that an exclusory finding is con- 
clusive as to nonpaternity, it should: be recognized and given 
effect. In such case the courts should accept the decisiveness of 
a nonpaternity finding properly arrived at as it would accept 
the demonstrable fact that a mixture of blue and yellow colors 
will produce varying shades of green, but never red. Con- 
tinuing, the court said that, although the question has been 
before the courts many times with varying results, it appears 
that the only state in which the problem was presented to the 
highest court of the state is Maine, which has a statute similar 
to the one in New York. In that case, Jordan v. Mace (69 A. 
(2d) 670, J. A. M. A. 142:750 [March 11] 1950), the court held 
that biological laws were not to be ignored and that, where 
exclusion of paternity was definitely established by blood-group- 
ing tests, the finding of nonpaternity was binding on the jury 
unless it found that the tests had not been properly made. 

In the Jordan case the scientific issue was fully developed at 
the trial. That was not done here, said the appellate division. 
As the corporation counsel observes in his brief, all that the 
court had before it were filed unsworn reports reciting the 
blood tests and the supposed results; the court was afforded no 


‘grounds for judgment as to the methods adopted, the precau- 


tions taken to insure an accurate result and the scientific basis 
for the indicated findings. If that is a challenge to the reliability 
of the reports, it comes rather late, because no such question 
was raised on the trial and the reports were introduced and 
received, apparently pursuant to the usual practice in such cases, 
without calling the doctors who made the tests. We suppose 
that practice rests on a presumption that the doctors who make 
these tests, appointed as they are by the court and not engaged 
by a party, are so disinterested and their findings so scientific 
that their reports do not require: the usual qualification for 
admission into evidence and are entitled to acceptance at face 
value. As the corporation counsel now suggests a possible 
infirmity in the doctors’ procedure or conclusions, and as the 
issue is of such importance both from the viewpoint of this 
case and future practice, we think, the court concluded, the 
parties should be given another opportunity to adduce such 
evidence as they may be advised to submit to show the procedure 
followed, its accuracy, whether any margin of error may exist 
in the conduct or results of the tests and the conclusiveness or 
lack of conclusiveness of the findings. 
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Accordingly the judgment in favor of the complainant was 
reversed and the cause remanded for a new trial.—Commissioner 
of Welfare of City of New York ex rel. Tyler v. Costonie, 
97 N. Y. S. (2d) 804 (N. Y., 1950). 


Evidence: Admissibility of Evidence of Results of Lie 
Detector Test.—The defendant was charged with murder and 
from a conviction in the trial court appealed to the district court 
of appeals, second district, division 2, California. During the 
trial a police officer testified to a conversation between himself 
and the defendant. The officer testified that he told the defendant 
he had been placed on a lie detector for a test; that defendant 
having dealt with machinery the major portion of his life he 
was sure the defendant would understand that a certain motivat- 
ing force brings a certain effect, provided the machinery is in 
operating order. He then explained to the defendant the work- 
ings of the polygraph or lie detector, that it is a machine manu- 
factured to register reactions, respiratory rate, pulse rate and 
certain electrical emanations from the body, that it is based on 
the premise that it takes more effort to state an untruth than 
it does a truth and that this effort is reflected on a graph. The 
officer then stated that he asked the defendant certain questions 
relating to his age and occupation and that the machine indicated 
that the answers were truthful. The officer then testified that 
he showed to the defendant five knives, one of which was 
the knife that was removed from the body of the deceased; the 
operator showed him one knife at a time and asked him if he had 
ever seen that knife before, and in each instance the defendant 
stated he never had. When they showed him the knife 
that was removed from the body of the victim, however, 
there was a violent reaction on the graph of the machine, which 
indicated that his answer was an untruth. This same test was 
repeated two or three times, according to the officer. The 
officer. testified that he then said to the defendant, “Mr. Woch- 
nick, if you can explain these things to me—maybe you have a 
logical explanation. Maybe you have an explanation you have 
not told me about yet. If you can explain these things to me, 
I wish you would. Maybe the whole thing is wrong.” The 
defendant answered, “Mr. Zander, I cannot explain that.” 

The defendant contended that this conversation should not 
have been admitted in evidence and that by admitting it under 
the guise of an accusatory statement the prosecution was able 
to place in evidence the damaging and prejudicial results of the 
polygraph or so-called lie detector. The defendant argued that, 
since the results of such a test are not admissible as evidence, 
it was therefore prejudicial error to admit them indirectly when 
they are not admissible directly. 

The question of the admissibility in evidence of the results 
of the lie detector test has not been decided in this state, said 
the district court of appeals. The court then considered a 
number of cases in which the use of such tests was questioned 
and concluded that it was in accord with the views expressed 
in the majority of these cases that “the systolic blood pressure 
deception test for determining the truthfulness of testimony has 
not yet gained such standing and scientific recognition as to 
justify the admission of expert testimony deduced from tests 
made under such theory.” 

The state argued that the result of the lie detector test was 
not placed before the jury, that the mere fact that the occasion 
for the conversation between the defendant and a police officer 
was the giving of a lie detector test would not require the exclu- 
sion of such conversation if it were otherwise admissible. Fur- 
thermore, the state argued, the trial court specifically instructed 
the jury not to consider that portion of the conversation relating 
to the lie detector test as indicating whether or not there was 
any reaction to any technical test. Despite the instruction of 
the trial court, the district court of appeals said, the evidence 
of the partial results of the lie detector test with respect to the 
defendant’s reaction on being shown the murder weapon was 
indelibly implanted in the minds of the jurors and could not 
but have had a prejudicial effect. The admission in evidence 
of this testimony places before the jury the result of the lie 
detector test, which in itself is inadmissible. Accordingly the 
judgment of conviction was reversed and the case remanded 
to the trial court for a new trial—People v. Wochnick, 219 P. 
(2d) 70 (Calif., 1950). 
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American Heart Journal, St. Louis 
40:1-162 (July) 1950 


Vector Analysis of Electrocardiogram in Hypertension Before and 
Immediately After Bilateral Lumbodorsal Sympathectomy. N. 
Boyer and W. L. Hewitt.—p. 1. 

Case of Reciprocal Beating with Evidence of Repetitive and Blocked 
Re-Entry of Cardiac Impulse. A. Pick and R. Langendorf.—p. 13. 
Normal Unipolar Variants with Special Reference to Q and T Waves. 

P. C. Gazes.—p. 30. ‘ 

Q Wave in Esophageal Electrocardiography. A. A. Sandberg, L. Scherlis, 
A. Grishman and others.—p. 47. 

Comparative Value of Augmented Unipolar Limb Leads Versus Standard 
Limb Leads in Myocardial Infarction. D. Fiske.—p. 53. 

*Acute Coronary Insufficiency: Pathological and Physiological Aspects: 


Analysis of 25 Cases of Subendocardial Necrosis. H. Horn, L. E. 

Field, S. Dack and A. M. Master.—p. 63. 

Effect of Potassium on Inverted T Waves in Organic Heart Disease. 

M. Schlachman and B. Rosenberg.—p. 81. 

Quinidine Therapy of Auricular Fibrillation. M. J. Goldman.—p. 93. 

“Production of Rheumatic Subcutaneous Nodules. S. Schwartz and 
QO. Steinbrocker.—p. 100. 

Subacute Bacterial Endocarditis of Nonstreptococcic Etiology: Review of 
Literature of Thirteen-Year Period 1936-1948 Inclusive. M. Jones. 
-p. 106. 

Arteriosclerotic Aortic Insufficiency. N. M. Fenichel.—p. 117. 

Isolated Interventricular Septal Defect with Dilatation of Pulmonary 
Artery: Including Discussion of Mechanism of Pulmonary Vascular 
Sclerosis in Congenital Heart Disease. I. G. Kroop and A. Grishman. 

p. 125. 

Technique for Branchial Artery Puncture. A. Ravin, S. H. Dressler and 
G. J. Bronfin.—-p. 140. ‘ 

Acute Coronary Insufficiency: Subendocardial Necro- 
sis.—Horn and co-workers review a series of 25 cases in which 
recent myocardial change was found in the absence of acute 
coronary occlusion. The lesions were confined for the most 
part to the subendocardial musculature and the papillary muscles 
of the left ventricle. They varied in extent from a few scattered 
microscopic foci to widespread, disseminated and grossly visible 
areas. In seven instances almost the entire inner shell of the 
left ventricle was involved. Examination of 24 hearts dis- 
closed acute ischemic changes. These alterations are believed 
to have been caused by intense myocardial ischemia due to acute 
coronary insufficiency. Coronary arteriosclerosis with moderate 
or severe narrowing was present in 19 cases.‘ Twenty-two 
hearts were hypertrophied. Six hearts revealed extensive 
fibrocalcific aortic stenosis; one had mitral stenosis and one had 
syphilitic aortitis with aortic insufficiency and coronary ostial 
stenosis. Myocardial ischemia may be produced by acute cor- 
onary insufficiency even in a normal heart. Hearts with intrinsic 
disease are much more vulnerable than normal hearts. A 
variety of factors appeared to have precipitated a state of 
acute coronary insufficiency. ‘These consisted of tachycardia, 
acute heart failure, acute hemorrhage, pulmonary embolism, 
dissecting aortic aneurysm, postoperative shock and severe 
infection. Coronary insufficiency is usually precipitated by a 
physiopathologic mechanism, clinical recognition of which is 
essential to the accurate differentiation of acute coronary insuff- 
ciency from acute coronary artery occlusion and for therapy. 
When a precipitating factor for the appearance of coronary 
insufficiency is not detectable, the clinical episode is diagnostic 
of progressively advancing intrinsic cardiac disease. The pre- 
ferred terminology in conditions involving acute myocardial 
ischemia is one that differentiates acute coronary insufficiency 
from acute coronary occlusion. 


Production of Rheumatic Subcutaneous Nodules,— 
Schwartz and Steinbrocker point out that Massell, Mote, and 
Jones reported in 1937 artificial production of subcutaneous 
nodules in rheumatic fever by the removal of 2 or 3 cc. of whole 
blood from one arm of a patient and injecting it subcutaneously 
over the opposite olecranon. The patients were instructed to 
apply frictional pressure to the treated elbow by rubbing it on 
the bedclothes several times a day. Nodules developed in two 
to three weeks which were clinically indistinguishable from 
naturally occurring nodules. Schwartz and  Steinbrocker 
attempted to produce subcutaneous nodules in 39 patients with 
rheumatoid arthritis, in 18 patients with rheumatic fever and 
in 15 normal controls by the injection of whole blood over the 
olecranon, applying friction to the injected area; by injecting 
a solution of trypsin over the olecranon, and by injecting joint 
fluid from a patient with active rheumatoid arthritis over the 
olecranon and applying friction. Patients in various stages of 
the disease, active and inactive, with and without naturally 
occurring nodules, were used. No nodules were produced 
experimentally in any case. No deleterious effects resulted from 
these tests. 


American J. Digestive Diseases, Fort Wayne, Ind. 
17:173-218 (June) 1950 


Balantidiasis. J. C. Swartzwelder.—p. 173. 

Factors in Rate of Development of Vascular Lesions in Kidneys, Retinae 
and Peripheral Vessels of Youthful Diabetic. H. F. Root, R. H. 
Sinden and R. Zanca.—p. 179. 

Sarcomas of Stomach: Review with Reference to Gross Pathology and 
Gastroscopic Manifestations. E. D. Palmer.—p. 186. 

*Aluminum Hydroxide and Magnesium Trisilicate Plus Mucin in Treat- 
ment of 125 Patients with Peptic Uleer. L. L. Hardt and F. Steig- 
mann,—p. 195. 

Chronic Intermittent Benign Dilatation of Stomach. R. Jahiel and D. J. 
Feldman.—p. 203. 

Resistant Bacillus Friedlander Pyelitis in Diabetes Mellitus: Recovery 
with Aureomycin Therapy. E. S. McCabe.—p. 207. 

Aneurysm of Common Iliac Artery Revealed by Proctoscopic Examination 
(Case Report). G. L. Kratzer and R. H. Dilcher.—p. 210. 


17:219-254 (July) 1950 

Prediabetics: What Becomes of Them? H. J. John.—p. 219. 

Value of Laminography in Difficult Gallbladder Problem. G. Levene and 

C. B. Perkins.—p. 240. 

Comparison of Effectiveness of Various Antacids on Gastric Acidity. 

S. Krasnow, F. Steigmann and L. L. Hardt.—p. 242. 

Vitamin E Therapy in Amenorrhea. S. Benson.—p. 246. 

Aluminum Hydroxide and Magnesium Trisilicate Plus 
Mucin in Peptic Ulcer.—Hardt and Steigmann report on 
125 patients treated with a new antacid designated as mucotin 
and containing aluminum hydroxide, magnesium trisilicate and 
a gastric mucin mixture. The group consisted of 17 patients 
with gastric and 108 with duodenal ulcers. The duration of 
symptoms ranged from three weeks to 40 years, the average 
being about eight years. Seven patients had a history of per- 
forated duodenal ulcer with closure of the perforation several 
years prior to this bout, and two had had gastroenterostomies. 
Three patients had cholecystectomies. Sixty-four patients had 
previously been treated with antacids, such as Sippy powder, 
aluminum gels, magnesium trisilicate, calcium carbonate or gas- 
tric mucin, one had been receiving enterogastrone, and 12 had 
been on diet therapy alone. The remainder had no particular 
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regimen. All except six patients were on ambulatory manage- 
ment. A bland diet was prescribed with milk and cream with 
meals and between meals. No night feedings were permitted. 
The majority of the patients were given two to four mucotin 
tablets one hour before meals, one hour after meals and at bed- 
time. Hourly doses of mucotin were given to patients with 
severe symptoms. Some patients were advised to set the alarm 
clock one half-hour to one hour prior to the time when the 
night pain usually occurred and advised to take two to four 
tablets. The tablets were chewed and- swallowed without 
liquids. The substance led to rapid clinical improvement during 
the stage of exacerbation and apparently prolonged the pain- 
free intervals. Two case histories are reported to demonstrate 
the rapid healing of gastric ulcer. 


American Journal of Diseases of Children, Chicago 
80:1-190 (July) 1950 

*Exchange Transfusion in Erythroblastosis Fetalis and Other Conditions. 
3. J. Brancato.—p. 1. 

*Poliomyelitis of the Newborn: Pathologic Changes in Two Cases. 3. i. 
Baskin, E. H. Soule and S. D. Mills.—p. 10. 

Electrocardiographic Observations in Poliomyelitis: Changes of Q-T Inter- 
val in Twenty-Three Cases. H. A. Joos and P. N. G. Yu.—p. 22. 

Anoxia as Cause of Fetal Death and Congenital Defect in Mouse. T. H. 
Ingalls, F. J. Curley and R. A. Prirdle.—p. 34. 

Larval Ascariasis as Cause of Chronic Eosinophilia with Visceral Mani- 
festations. R. D. Mercer, H. Z. Lund, R. A. Bloomfield and F. E. 
Caldwell.—p. 46. 

Effect of Hyaluronidase on Skin Reactions to Tuberculin Patch Test. 
H. Vollmer.—p. 59. 

Exchange Transfusion in Erythroblastosis Fetalis.— 
Brancato performed exchange transfusions, using Wiener and 
Wexler’s technic of radial artery and saphenous vein, in 24 
cases of erythroblastosis fetalis. This technic is to be pre- 
ferred to Diamond’s umbilical catheter method because the pro- 
cedure is entirely open and the vessels used are expendable. 
The only danger is that of hypocalcemia, but one may easily 
avert this by giving 1 cc. of a 10 per cent calcium gluconate 
solution for every 100 cc. of blood injected. An exchange 
transfusion of 500 cc. by this method usually takes 45 to 60 
minutes. Complete recovery resulted in 10 cases without abnor- 
mal obstetric history and/or history of blood transfusion. Recov- 
ery resulted in four and death occurred in two of six cases 
with abnormal obstetric history and/or a history of blood trans- 
fusion. Recovery resulted in five cases with a history of eryth- 
roblastosis with recovery. Death occurred in two cases with 
a history of erythroblastosis with death. Routine antepartum 
testing for Rh antibodies should be done on all Rh-negative mul- 
tiparas and primiparas who give a history of blood transfusion or 
intramuscular injection of blood, if their husbands are Rh 
positive. The timely interruption of a pregnancy in a sensitized 
woman may save the baby’s life if it is followed by an immediate 
exchange transfusion. Exchange transfusion is more efficacious 
than multiple small transfusions in treatment of erythroblastosis. 
The mortality rate is lower, and neurologic sequelae have not 
occurred in the author’s infant patients who survived after 
treatment by exchange transfusion. Exchange transfusion need 
not be confined to the treatment of erythroblastosis. It proved 
efficacious in other conditions—in two additional cases in infants 
reported by the author, one of severe jaundice due to obstruction 
of the duodenum and one of congenital hemolytic icterus. 

Poliomyelitis of Newborn.—Baskin «°‘d co-workers report 
two infants with acute poliomyelitis in the first two weeks of 
life. The first infant, an active normal boy, was born while 
his mother was in a respirator critically ill with poliomyelitis 
of four days’ duration. The infant was isolated immediately on 
delivery. The baby’s course was uneventful for three days, 
when a rectal temperature of 101 F. developed. Listlessness and 
cyanosis of the lips and nail beds were noted two days later. 
Response to pain was absent in the right foot and leg and 
minimal in the left. The patient became rapidly worse, with 
extreme flaccidity, irregular respiration and progressive cyanosis. 
Death occurred on the seventh day of life. Necropsy revealed 
apparent regression of the neutrophils as evidenced by their 
phagocytic activity and their decreased numbers in such places 
as the cervical portion of the cord. Neuronophagia had been 
completed, and the apparent recovery phase of many ganglion 
cells as described by Bodian was manifested by peripheral clump- 
ing of the Nissi substance. Phagocytic activity of the mono- 
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nuclear cells and the activity of the microglia were demonstrable. 
The response of the astrocytes to the tissue destruction of the 
cervical enlargement was definite. Thus, the virus had been 
active for at least four days. In view of the fairly well estab- 
lished fact that the minimal incubation period of clinical polio- 
myelitis is five days and that immediate isolation of the infant 
was carried out on delivery, his illness either appeared after 
an incubation of only three and one-half days or resulted from 
an intrauterine infection. The second infant was a normal boy 
whose mother had acute poliomyelitis on the second day after 
the delivery, while the baby showed no signs of illness. Rectal 
temperature of 101 F. and listlessness were noted on the eighth 
day of life. The next day the extremities became flaccid and 
respirations irregular and rapid. Death occurred on the four- 
teenth day of life. Necropsy revealed that the significantly 
involved parts of the central nervous system were confined to 
the cord and the medulla. On the basis of the evidence pre- 
sented, it is no longer possible to assume that newborn infants 
are immune to poliomyelitis. 


American Journal of Medical Sciences, Philadelphia 
219:589-684 (June) 1950 


Fowler’s Solution as Etiologic Agent in Cirrhosis. 
Bean and R. C. Hardin.—p. 

Studies with Quantitative Cephalin- -Cholesterol Flocculation Reaction: 
I. Effect of Temperature Variation. Serum Protein Patterns in Liver 
Disease. A. Saifer.—p. 597. 

Quantitative Determination of Two Types of Bilirubin Simultaneously 
Present in the Blood, and Its Clinical Importance. L. Schalm and 
M. J. Schulte.—p. 606. 

Distribution of Penicillin in Body by Various Treatment Methods. 
B. S. Schwartz, M. N. Lewis, and N. Ercoli.—p. 617. 

*Chioramphenicol in Treatment of Acute Manifestations of Brucellosis. 
V. Knight, F. Ruiz-Sanchez and W. McDermott.—p. 627. 

*Cardiovascular Effects of Intranasal Administration of Acetyl-Beta- 
Methylcholine Chloride (Mecholyl). M. H. Nathanson, J. Tober and 
H. Miller.—p. 639. 

Gastric Mucosal Biopsy Findings Correlated with Gastroscopic Diagnoses: 
Preliminary Report Based on 50 Patients. E. D. Palmer.—p. 648. 
Epinephrine Test for Cortico-Adrenal Reserve Function and Excretions 

of Corticosteroids and 17-Ketosteroids in Chronic Ulcerative Colitis. 

E. L. Posey, Jr., D. R. Mathieson, H. L. Mason and J. A. Bargen. 

—p. 651. 

Effect of Vitamin E Administration on Diabetes Mellitus. H. Pollack, 
K. E. Osserman, J. J. Bookman, M. Ellenberg and J. Herzstein. 
—p. 657. 

*Blood Factor in Acute Disseminated Lupus Erythematosus 1. Determi- 
nation of Gamma Globulin as Specific Plasma Fraction. J. R. Haserick, 
L. A. Lewis and D. W. Bortz.—p. 660. 

Observations on Glucose Tolerance Test in Paget’s Disease (Osteitis 
Deformans). N. G. Schneeberg.—p. 664. 

Use of Oral Mercuhydrin Combined with Ascorbic Acid in Cardiac 
Decompensation. C. F. Shaffer, D. W. Chapman and E. M. McPeak. 
—p. 674. 

Natural Childbirth: .Summary of Results and Commentary on Recent 
Literature. H. Thoms.—p. 679. 

Fatal Hemoglobin in the Human: Review. 
—p. 684. 

Chloramphenicol in Acute Brucellosis.—Knight and his 
co-workers state that treatment with chloramphenicol of 13 
patients with acute manifestations of brucellosis was followed 
in every instance by rapid clinical improvement. In more than 
half the cases the remission was not permanent. In an infection 
as protracted as brucellosis, antimicrobial therapy is advisable 
for much longer than the six to ten day period used in the 
present study. The authors believe also that daily doses of 
100 mg. per kilogram of body weight (6 Gm. for an adult of 
average size) is advisable during the acute phase of brucellosis. 
Thereafter 25 to 50 mg. per kilogram of weight can be given 
for a period of four to six weeks. A total of 7 Gm. daily 
need not be exceeded during the acute stage, even if the 
patient’s weight is in excess of 70 Kg. 

Cardiovascular Efficacy of Intranasally Administered 
Mecholyl.—According to Nathanson and his associates parox- 
ysmal tachycardias of the supraventricular type are most effec- 
tively terminated by stimulation of the vagus innervation of the 
heart. This may be accomplished mechanically by carotid sinus 
or ocular pressure and chemically by the administration of 
mecholyl subcutaneously or digitalis preparations intravenously. 
The disadvantage of these procedures is that they cannot be 
applied by the patient himself. When mecholyl (acetyl-beta- 
methylcholine chloride) is administered by mouth in large doses, 
the cardiovascular effects are so mild that a cardiac action of 
therapeutic value cannot be anticipated. Sublingual administra- 
tion of mecholyl also failed to produce adequate affects. The 
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authors resorted to intranasal administration. They made a 
comparison of the effects of the subcutaneous and nasal admin- 
istrations in a group of hypertensive patients. They found that 
the depressor responses in hypertensive patients after the appli- 
cation of mecholyl intranasally are as prompt and as intense as 
those following the subcutaneous injection of a therapeutic dose 
of the drug. Vagal effects on the heart can be demonstrated 
after intranasal application. These results suggest that mecholyl 
by the intranasal route may be applicable in cardiac therapy. 


Blood Factor in Disseminated Lupus Erythematosus. 
—Haserick and his collaborators point out that previous inves- 
tigations have shown that the plasma of patients acutely ill 
with disseminated lupus erythematosus contains a factor which 
induces the formation of rosettes of leukocytes and a character- 
istic iaclusion-containing cell, the lupus erythematosus (LE) cell, 
when mixed with normal bone marrow preparations. To deter- 
mine what fraction of lupus erythematosus plasma contains the 
factor responsible for inducing the lupus erythematosus phenome- 
non in normal bone marrow, lupus erythematosus plasma mix- 
tures, whole plasma from five patients with acute disseminated 
lupus erythematosus, was separated into four fractions by the 
Tiselius electrophoretic technic. Each fraction was added sep- 
arately to different normal bone marrow preparations. The 
mixtures were studied for the two phases of the lupus erythema- 
tosus phenomenon, rosettes of clumped leukocytes and/or lupus 
erythematosus cells. Only the gamma globulin fraction produced 
these two stages of the phenomenon of phagocytosis. The a'bu- 
min fraction and the combined albumin, alpha and beta fraction, 
failed to induce the phenomenon. A fourth fraction, containing 
both gamma globulin and fibrinogen, induced the phenomenon, 
but the fibrinogen was eliminated as a possibility when it was 
found that serum was as effective as plasma in producing the 
bone marrow change. The lupus erythematosus factor was 
found to disappear from the blood during remissions in two 
patients with acute disseminated lupus erythematosus but was 
found again during relapse in one patient. A similar change 
was noted when lupus erythematosus gamma globulin was quan- 
titatively reduced in vitro. With moderate dilution of the gamma 
globulin the lupus erythematosus cell disappeared from the 
preparations, but the leukocytic clumping persisted. With 
greater dilution of the gamma globulin both phases of the lupus 
erythematosus phenomenon were absent. 


American Journal of Ophthalmology, Chicago 
33:847-1014 (June) 1950 


Practical Facts Regarding Retinal Detachment Surgery with Report of 

Results in Over 400 Unselected and Consecutive Cases. J. S. Shipman. 
. 847. 

Periodic Alternating Nystagmus in Friedreich's Ataxia. W. F. Gorman 
and S. Brock.—p. 860. 

Hyaluronidase in Ocular Surgery and Therapy. J. E. Lebensohn.—p. 865. 

Experimental Studies with Physiologic Glue (Autogenous Plasma Plus 
Thrombin) for Use in Eyes. I. S. Tassman.—p. 870. 

Fibrin Closure in Eye Surgery. A. E. Town and D. Naidoff.—p. 879. 

General Anesthesia for Ophthalmic Surgery. R. G. Parrish, E. Eason 
and M. Karp.—p. 883. 

Keratitis with Deafness. R. A. Donald and W. J. Gardneg.—p. 889. 

Electrocoagulation for Cure of Chronic Tearing and Pertinent Added 
Related Considerations. D. J. Morgenstern.—p. 893. 

Ocular Effects of New Anticholinesterase Agent: Tetraethyl Pyrophos- 
phate (TEPP) and Its Use in Treatment of Chronic Glaucoma. W. G. 
Marr and D. Grob.—p. 904. 

Modern Management of Ocular Infections. J. G. Bellows.—p. 909. 

Clinical Experiences with Vitreous Replacements. G. P. Landegger. 
—p. 915. 

Apparent Accommodation in Aphakic Eyes. J. W. Bettman.—p. 921. 

Subconjunctival Drainage of Anterior Chamber by Glass Seton. R. H. 
Bock.—p. 929. 

Clinical Status of Contact Lens: Results of Study by Questionnaire 
Method. S. V. Abraham and P. D. Shanedling.—p. 9233. 

Leiomyoma of Ciliary Body. F. C. Blodi.—p. 939. 

Posterior Incision of Cornea: Surgical Treatment for Conical Cornea and 
Astigmatism. T. Sato.—p. 943. 

Melanoma of Iris: Review with Report of Case. I. Feldberg.—p. 949. 

New Removable and Permanent Orbital Implant: Preliminary Report. 
F. McDowell.—p. 953. 

*Aureomycin in Treatment of Herpes Simplex Corneae: Preliminary 
Report. P. Thygeson and M. J. Hogan.—p. 958. 


Aureomycin in Herpes Simplex Corneae.—Thygeson and 
Hogan used a 0.5 per cent aureomycin borate solution for local 
instillation in 24 cases of herpes simplex corneae. The patients 
were given freshly prepared solution to use in the affected eye 
every half-hour, day and night, for 48 hours, after which they 
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were given fresh solution. In 14 of the 24 patients the dendritic 
keratitis healed in four to seven days. There was regression 
of symptoms and absence of staining of the ulcer. These results 
indicate that aureomycin is effective. Equal results may be 
obtained by the time-honored application of tincture of iodine. 
It is conceivable that these two methods of therapy may supple- 
ment each other. If the lesions fail to respond within a rea- 
sonable period on local therapy with aureomycin, tincture of 
iodine should be applied. The failure of some dendritic ulcers 
to respond to aureomycin therapy may be explained by a varia- 
tion in the virulence of the causative virus. 


American Journal of Psychiatry, New York 
107:1-80 (July) 1950. Partial Index 


Use of Antabuse (Tetraethylthiuramdisulphide) in Chronic Alcoholics, 
S. E. Barrera, W. A. Osinski and E. Davidoff.—p. 8. 

Study of Results in Hospital Treatment of Alcoholism in Males. C., T, 
Prout, E. I. Strongin and M. A. White.—p. 14. 

Electroencephalogram in Korsakoff Syndrome. W. F. 
Stearns and S. B. Wortis.—p. 20. 

Electroencephalographic and Clinical Study of Children with Primary 
Behavior Disorders. J. P. Cattell and B. L. Pacella.—p. 25. 

Square Waves (BST) Versus Sine Waves in Electroconvulsive Therapy. 
S. Bayles, E. W. Busse and F. G. Ebaugh.—p. 34. 

High Fidelity Recording of Psychotherapeutic Interviews. F. C. Red- 
lich, J. Doilard and R. Newman.—p. 42. 

Psychiatric Aspects of Cord Injury. B. Nagler.—p. 49. 

Analysis of Temporal Factors in Manic-Depressive Psychosis, with Par- 
ticular Reference to Effect of Shock Therapy. J. E. -Oltman and §. 
Friedman.—p. 57. 


Am. J. Roentgenol. & Rad. Therapy, Springfield, Il. 


64:1-188 (July) 1950 

“Alveolar Cell Tumors of Lung. C. A. Good, J. R. McDonald, O, T. 
Clagett and E. R. Griffith—p. 1. 

*Spondylarthritis in Children. E. L. Saenger.—p. 20. 

Reliability of Roentgen Survey Procedures. L. H. Garland.—p. 32. 

Severe Hypertrophic Pulmonary Osteoarthropathy: Report of Case Due 
to Carcinoma of Lung with Operation and Recovery. J. R. Fischl. 
—p. 42. 

Roentgenographic Visualization of Intracerebral Hematomas Following 
Prefrontal Lobotomy. J. P. Murphy.—p. 47. 

Right-Sided Stomach Associated with Eventration of Diaphragm Simu- 
lating Hydropneumothorax. H. R. Nayer.—p. 50. 

Cystographic Studies in Placenta Praevia. M. Dannenberg, J. S. Beilly, 
M. B. Rodney and C. Storch.—p. 53. 

Treatment of Hodgkin’s Disease with Roentgen Irradiation and Nitrogen 
Mustards. F. H. Bethell, G. A. Andrews, R. B. Neligh and M. C. 
Meyers.—p. 61. 

Experimental Application of Radioactive Colloidal Gold in Treatment of 
Pelvic Cancer. A. I. Sherman, J. F. Nolan and W. M. Allen.—p. 75. 

Radium Therapy of Primary Carcinoma and Other Malignant Lesions of 
Vagina. R. E. Fricke, H. H. Bowing and D. G. Decker.—p. 86. 

Planning of External Irradiation in Pelvic Cancer. G. H. Fletcher. 
—p. 95 
Alveolar Cell Tumors of the Lung.—<According to Good 

and his associates alveolar cell tumor of the lung is a rare neo- 
plasm which has attracted a great deal of interest in recent 
years because of its apparent multicentric origin from cells 
lining the pulmonary alveoli and because of its apparent 
morphologic similarity to a disease of sheep known as “jag- 
ziekte” or “Montana progressive pneumonia.” Most of the 52 
cases reported in the literature were observed at necropsy. 
The authors report eight patients with alveolar cell tumor 
of the lung diagnosed after a pulmonary section. Four additional 
cases were encountered at necropsy. Alveolar cell tumor is a 
distinct pathologic entity. It has been relatively rare but will 
probably be encountered more frequently because of the willing- 
ness of thoracic surgeons to explore lesions in the lungs for 
which a definite preoperative diagnosis cannot be made. The 
condition is progressive and ultimately causes death by suffoca- 
tion or by involvement of distant organs. Roentgenologic exam- 
ination is valuable for location of the lesion. It is useful in 
outlining the extent of the disease and aids in establishing 
operability, but diagnosis cannot be established on the basis of 
roentgenologic examination alone. Although bronchoscopy is 
seldom of value in identifying the lesion, material obtained 
through the bronchoscope either in the form of tissue for biopsy 
or in the form of secretions for cytologic study may aid in 
establishing a definite diagnosis. The most valuable single aid 
in diagnosis is the cytologic examination of sputum or of 
bronchial secretions. This examination should indicate that a 
neoplastic process is present and may even offer a definite diaz- 
nosis of alveolar cell tumor. The clinical history may be helpful 
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when typical sputum is present in conjunction with cough and 
dyspnea, but the history may be no different than that obtained 
in other types of pulmonary disease. Cough is a prominent 
feature, and hemoptysis is frequent. Loss of weight may or 
may not occur. The only effective treatment is surgical removal. 
This is indicated whenever the lesion is limited to one lung or 
one lobe of the lung. Pulmonary resection may alleviate the 
symptoms and may even offer hope of cure. 

Spondylarthritis in Children.—According to Saenger non- 
tuberculous lesions of the spine in children are uncommon 
and their etiology often obscure. He cites four children with 
a syndrome characterized by a roentgenologic picture of nar- 
rowing of the intervertebral space and evidence of mild 
destruction of the adjacent portions of the involved vertebrae. 
These lesions progress slowly for one or two months, and 
then show evidence of healing for two to eight months with 
a relatively complete restoration to a normal appearance. Three 
of the four children were betweeen two and three years of age 
and one a boy of 14 years. Three of the patients had a history 
of trauma and three had a febrile course, but one of these with 
a history of trauma was afebrile. No relationship could be 
demonstrated between trauma and the apparent infectious 
course. No etiologic agent could be identified; results of tuber- 
culin and histoplasmin skin tests, blood cultures, and agglutina- 
tions for typhoid, paratyphoid and brucellosis were negative. 
Trauma and low grade infection could be the causative factors. 
Evaluation of the results of treatment are difficult. Conservative 
orthopedic measures of immobilization with body casts and back 
braces prevented spinal deformity. One year after onset the 
patients were symptom free. Apparent benefit from penicillin 
therapy resulted in case 2, but there was no change in the febrile 
case 1 after administration of 6,600,000 units of 
penicillin. In the other two cases no chemotherapy or anti- 
biotics were given. The case of the boy of 14 is noteworthy 
because it demonstrates the relationship in the clinical behavior 
of spondylarthritis as compared with acute osteomyelitis and 
the difference between this syndrome and epiphysitis of the 
spine (Scheuermann’s disease). It is important to differentiate 
this syndrome from tuberculous spondylitis. The differentiation 
is made on the basis of serial roentgenograms and clinical 
observations. , 

Annals of Allergy, Minneapolis 
8:293-436 (May-June) 1950. Partial Index 
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Pyrrolazote, Clinical Evaluation in Allergic States. 

Derbes and L. Cullick.—p, 293. 

Aspects of Allergy of Eye. V. B. Walker.—p. 298. 
Clinical Experience with Chlor-Trimeton in Hay Fever and other Aller- 

gies. G. E. Gaillard.—p. 318. 

a ae Ty Drugs: Their Relationship as Shown by Structural Formu- 

las. E. Seyler.—p. 322. 

“sh of Lungs for Bronchial Asthma: 

Selman.—p. 328. 

Multiple Testing by Electrophoresis. 
Allergy and Heart in Clinicai Practice. 

—p. 336. 

Use bE Combination of Two Antihistaminic Drugs in Treatment of Aller- 
gic Vasomotor Rhinitis. T. F. Hubbard and A. Jj. Berger.—p. 350. 
Treatment of Acute Poison Ivy Dermatitis with 3n-Pentadecyl Catechol 

by Intradermal Route: Preliminary Report. H. Keil.—p. 356. 

Allergy to Cold in Respiratory System: Characteristics and Incidence in 

Allergic Patient: Experimental Study. E. Mathov.—p. 366. 

Allergy to Cold as Occupational Disease: Clinical and Experimental 

Study on 100 Workmen in Meat-Packing Factory. E. Mathov.—p. 373. 
Hemorrhagic Bullous Eruption Due to Penicillin G: Relationship Between 

Chemical ow and Sensitizing Capacity of Penicillin G and 

Penicillin O. H. Samitz, P. Horvath and S. Bellet.—p. 377. 
Investigation of ele of Fungi in Patients with Bronchial Asthma and 

Anthracosis. J. W. Piekarski.—p. 382. 

Idioblaptic Tobacco Sensitivity. G. F. Knight.—p. 388. 

Micropowdered Procaine Penicillin by Inhalation. G. V. Taplin, W. Greene, 

W. Ralston and others.—p. 396. 

Extreme Sensitivity Test Reactions to Silk in Negative Skin-Test Pollen 
Patient: Clinical Study. I. S. Kahn and J. W. H. Rouse.—p. 404. 
*Impotence—Unusual Side Reaction in Antihistaminic Therapy. S. W. 

Jennes.—p. 407. 

Impotence Following Treatment with Antihistaminic 
Drugs.—Jennes lists drowsiness, dizziness, nervousness, palpi- 
tation, headaches, nausea, diarrhea, weakness and dryness of 
the mouth as the common side reactions of antihistaminic 
therapy. Of less frequent occurrence were abdominal pain, 
bleeding from the rectum and premature menses. He cites 
two men in whom impotence resulted from treatment with an 
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antihistamine drug. In one patient tripelennamine (pyribenza- 
mine®) hydrochloride was used; in the second, tripelennamine 
and phenindamine tartrate. The impotence disappeared in both 
patients when these drugs were discontinued. When diphen- 
hydramine (benadryl®) hydrochloride, a drug closely related to 
tripelennamine, was given to the second patient, he experienced 
drowsiness but impotence did not recur. 


Annals of Internal Medicine, Lancaster, Pa. 
32:1015-1278 (June) 1950 


Individuality of the American College of Physicians. 

“Homologous Serum Hepatitis. J. W. Robinson, D. N. 
W. P. Havens Jr.—p. 1019. 

*Chronic Pulmonary Granulomatosis in Residents of Community 
Beryllium Plant: Three Autopsied Cases. C. Chesner.—p. 1028. 

Barbiturate Intoxication: Clinical Electroencephalographic Study. R. Cohn, 
C. Savage and G. N. Raines.—p. 1049. 

Mumps Orchitis and Testicular Atrophy: 
—p. 1066. 

Id.: II. Factor in Male Sterility. C. A. Werner.—p. 1075. 

Mechanics of Deformities of Hands in Atrophic Arthritis, and Discussion 
of Their Prevention and Correction. J. C. Small.—p. 1087. 

Technic and Diagnostic Value of Aspiration of Bone Marrow from Iliac 
Crest. M. A. Rubinstein.—p. 1095. 
Treatment of Bacterial Endocarditis. E. 

—p. 1099. 
Poly weg Nodosa: 


R. Fitz.—p. 1015. 
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Clinical and Pathological Study and Report of Six 
Ca H. Rose, D. Littmann and J. Houghton.—p. 1114. 

enor noe from Peptic Ulcer: Prognosis and Treatment; Con- 
clusions Drawn from Large Series Treated in Municipal Hospital. 
H. B. Cates.—p. 1144. 

Torulosis of Central Nervous System: 
of Five Cases. ~W. H. Mosberg Jr. and J. G. Arnold Jr. —p. 1153. 
Homologous Serum Hepatitis.—Robinson and his 

co-workers report the experience of a civilian general hospital 

Ww ne homologous serum hepatitis during the five year period 1942 
» 1947. Fifteen patients contracted the disease after transfu- 

sions of pooled plasma and/or whole blood, and three of them 

died. Fourteen patients received plasma, or blood and plasma; 
only one patient received blood alone. During the 19 month 





ae ey Literature and Report 


_ period from January 1946 to August 1947, six out of 621 (0.96 


per cent) recipients of pooled plasma contracted homologous 
serum hepatitis. Although the incidence of disease was low, 
the potential icterogenic capacity of the 64 pools of plasma made 
during this time was high, since a minimum of five (8 per cent) 
and a maximum of 10 (16 per cent) were presumably infected 
with hepatitis virus. At present, there is no method known to 
detect hepatitis virus in the blood of donors. The methods of 
lessening the artificial transmission of disease include (1) -dimin- 
ishing the number of donors contributing to pools of plasma and 
(2) reserving the use of plasma for patients actually requiring 
it. Recently, Blanchard and his co-workers demonstrated that 
one strain of homologous serum hepatitis virus may be inac- 
tivated in plasma by exposure to ultraviolet radiation by a 
method which is commercially practicable on a large scale. 
This suggests that some such procedure may eventually be 
generally employed. 

Chronic Pulmonary Granulomatosis Near a Beryllium 
Plant.—The purpose of this report by Chesner is to alert physi- 
cians to a chronic type of pulmonary disease of high fatality 
occurring in persons living in a community where beryllium is 
produced. He presents the histories and necropsy reports of 
three patients with chronic pulmonary granulomatosis who lived 
near a beryllium plant. The microscopic sections showed a dif- 
fuse replacement of the lung parenchyma by a nodular and 
diffuse granulomatous lesion. The patients died of pulmonary 
insufficiency with right-sided heart failure. Beryllium was 
recovered from the tissues in two cases. Spectrographic analysis 
of the lung ash in one case revealed the presence of beryllium. 
The recovery of beryllium in the tissues would indicate only that 
the person had inhaled beryllium. Beryllium analysis should 
be done on autopsy material from persons living in areas where 
beryllium plants are located and who have no history of chronic 
pulmonary granulomatosis. This might help to explain the 
relationship of (1) exposure, (2) the finding of beryllium in the 
tissue and (3) disease. The author reviews the histories of 11 
cases of delayed chronic pneumonitis which occurred near a 
plant in which beryllium was processed. Ten of these 11 had 
been reported by De Nardi in 1949. Seven of the 11 patients 
did not work with beryllium. There were three deaths, all 
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from the neighborhood group. One woman lived about three 
miles from the beryllium plant where her husband was employed 
for an eight week period. She did not handle his work clothes. 
A worker with chronic chemical pneumonitis lived in the home 
of one of the persons (neighborhood cases) who died. One 
member of the fatal group lived next door to a sweeper in the 
beryllium plant and used bags brought home from the plant for 
dish cloths. One of her two children is being followed up for 
possible chronic pulmonary granulomatosis. Of the workers, 
two left the beryllium plant because of acute tracheobronchitis. 
One was employed at the beryllium plant for eight weeks in 
1941. His symptoms appeared in January 1946. The second 
worked for one month in 1945 and had acute respiratory symp- 
toms. He returned to work in the same year, and acute 
symptoms again developed. The onset of the chronic disease 
was in October 1947. The third worked in the plant for six 
weeks in the summer of 1941. His earliest symptoms were 
in December 1944. The fourth worker was employed in the 
laboratory of the beryllium plant for 12 weeks (1943-1944). 
Her chronic illness dated from August 1946. Sampling of air 
in the proximity of the plant revealed a minimal contamination 
for only a short distance. The four workers in whom the 
chronic type of occupational pneumonitis developed represented 
but a small portion of the total number employed. 


Annals of Western Medicine & Surgery, Los Angeles 


4:321-362 (July) 1950 

"Clinical Aspects of Endometriosis. J. Fallon, J. T. Brosnan, J. Meyers 
and J. J. Manning.—p. 321. 

Sympathectomy in Treatment of Essential Hypertension: Evaluation of 
Results in 53 Cases. M. H. Rabwin, D. H. Rosenblum and M. Freidin. 
—p. 326. 

Medical Management of Disorders of Colon. 

Extensive Metastatic Calcification in Case of Malignant 
W. Escovitz and S. G. White.—p. 339. 

Inhibiting Concentration of Chloromycetin Against Coccidioides Immitis. 
R. Cohen and L. Miller.—p. 342. 

*Sjégren’s Syndrome: Secreto-Inhibitor Syndrome. 


=i 

Endometriosis.—Fallon and his co-workers treated 430 
patients for endometriosis. Excision of endometriosis lesions 
was followed by a disappointingly high recurrence rate but also 
by a yield of postoperative pregnancies which militates against 
castration as routine treatment. The effectiveness of diethyl- 
stilbestrol and testosterone propionate is a further argument 
against castration. Because of the unpleasant side effects of 
diethylstilbestrol and testosterone propionate, the authors prefer 
to use them only when the diagnosis is proved and when 
excision of all lesions, without castration, is impractical. The 
unsatisfactory results of late treatment increase the importance 
of early diagnosis. Diagnosis is usually possible if one 
(1) searches, in women who are not bearing children, for 
cumulatively increasing menstrual pain, (2) palpates the pelvis 
by simultaneous vaginal and rectal examination and (3) per- 
forms peritoneoscopic or culdoscopic examination on suspicion 
of an early lesion. The peritoneoscopist should seek not only 
the typical chocolate cysts and blueberry spots but also miniature 
chocolate cysts, brown spatter, red roughening, “white” endo- 
metriosis, the endometriotic adhesion and the endometrioma. 

Sjégren’s Secreto-Inhibitor Syndrome.—Cooperman sug- 
gests that the syndrome which Sjégren described in 1933 could 
be designated as a secreto-inhibitor syndrome, since it is char- 
acterized by a pronounced dryness of all mucous membranes 
due to inadequate secretion by the glands involved, especially 
the lacrimal and the salivary glands, the mucous glands of the 
upper respiratory tract, the secretory glands of the stomach, the 
sweat glands and the glands of the vaginal mucosa. This leads 
to inadequate lacrimation, keratoconjunctivitis sicca, xerostomia 
and dryness of the nose, pharynx, trachea and bronchi. Other 
symptoms include pronounced dysphagia, huskiness of voice, 
impairment or complete loss of the sense of taste and smell, 
inadequate perspiration and achylia gastrica. This disorder is 
observed chiefly in women in and past the menopause. The 
author differentiates three types. The commonest form is the 
ocular; the second in incidence is the oronasopharyngeal type, 
and the third is the classic type. Estrogenic and androgenic 
preparations appear to relieve the symptoms, while cholinergic 
drugs stimulate secretions. 


S. A. Portis.—p. 330. 
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Archives of Internal Medicine, Chicago 
86:1-166 (July) 1950 

“Cardiac Disease and Rheumatoid Arthritis. J. Y. Bradfield and M. R. 
Hejtmancik.—p. 1. 

Clubbing of Digits, Metaplasia of Urinary Bladder and Mucous Diarrhea, 
T. A. Warthin, J. F. Cooper and A. P. Caputi.—p. 10. 

Hemolytic Anemia with Paroxysmal Methemoglobinemia and Sulfhemo 
globinemia: Report of Two Cases. A. S. Evans, N. Enzer, H. A. 
Eder and C. A. Finch.—p. 22. 

*Pseudocystic Disease of Bone. W. E. Jacobson.—p. 35. 

Extensive Laboratory Studies of Patient with Pheochromocytoma Before 
and After Successful Operation, with Note on Trial of Piperidylmethyl 
Benzodioxane to Differentiate Such Conditions from Essential Hyper- 
tensive Vascular Disease. R. W. Wilkins, W. E. R. Greer, J. W. 
Culbertson and others.—p. 51. 

Alkaptonuria, Ochronosis, Arthritis and Ruptured Intervertebral Disk 
Complicated by Homologous Serum Reaction. H. Eisenberg.—p, 79, 
Cardiovascular Diseases: Review of Significant Publications, July 1947 to 

June 1949. R. S. Schaaf.—p. 87. 

Cardiac Disease and Rheumatoid Arthritis.— According 
to Bradfield and Hejtmancik there has been a tendency to regard 
rheumatoid arthritis as a disease of the musculoskeletal system. 
Associated cardiac lesions were usually considered as resulting 
from an urelated process, such as arteriosclerosis, hypertensive 
vascular disease or rheumatic fever. Recently attention has 
been drawn to pancardiac abnormalities incapable of being 
ascribed to such coexistent disorders in patients with rheumatoid 
arthritis. Previous reports indicate that one may expect to 
encounter one in 10 patients with organic heart disease, whereas 
at necropsy perhaps one of every two or three patients will 
display pancardiac lesions structurally indistinguishable from 
those associated with rheumatic fever. The authors’ clinical 
study of young persons from the Southwest with uncomplicated 
rheumatoid arthritis indicates an incidence of organic heart 
disease in fair agreement with published reports of necropsy 
observations. Patients with “rheumatoid heart disease” generally 
tolerate the cardiac lesions well, largely owing to the limitation 
of activity imposed by the arthropathy. There is indirect 
evidence that rheumatoid arthritis and rheumatic fever are 
different manifestations of one fundamental morbid process, 
which is probably allergic in character. 

Pseudocystic Disease of Bone.—Jacobson shows that 
skeletal defects due to localized demineralization of bone are a 
feature of a great variety of clinical diseases. Until com- 
partively recently, no common denominator was apparent, but 
within the last few years a close relationship among Letterer- 
Siwe disease, Hand-Christian syndrome, eosinophilic granulo- 
matosis and lipid granulomatosis (xanthomatosis) has been sug- 
gested. The clinical features associated with fibrous dysplasia of 
bone may be indistinguishable from those characteristic of other 
granulomatous processes. Roentgenologically all lesions in this 
group of diseases are characterized by what appear to be bone 
cysts. The process in each instance may be single or multiple. 
Histologically, the lesions are not true cysts. They appear to be 
proliferative processes of the reticuloendothelial system. Pseudo- 
cystic disease of bone is suggested as a suitable generic term for 
these processes. The histologic characteristics of eosinophilic 
granuloma, lipid granulomatosis and fibrous dysplasia of bone 
probably represent various phases of a similar disease process. 
The Hand-Christian syndrome and the Albright syndrome repre- 
sent specific variations in the degree and localization of this 
basic disease process. The author reports four cases to demon- 
strate the interrelationship of these lesions. 


Bulletin of Johns Hopkins Hospital, Baltimore 
87:1-94 (July) 1950 
Experimental Study of Anastomosis of Arteries to Coronary Sinus of 
Heart of Dog. T. N. P. Johns, M. C. Sanford and A. Blalock.—p. 1. 
Mitral Valvulotomy in Dog: Experimental Study. D. L. Merrill.—p. 21. 
Certain Aspects of Pharmacology of 3-Hydroxy-2-Phenylcinchoninic Acid. 
E. K. Marshall Jr. and E. H. Dearborn.—p. 36. 

Effect of 3-Hydroxy-2-Phenylcinchoninic Acid upon Rheumatic Fever. 
K. C. Blanchard, A. M. Harvey, J. E. Howard and others.—p. 50. 
*Isolation of Treponema Pallidum from Three Patienis with Visceral 
Syphilis by Means of Animal Inoculation. E. Calkins, F. London, 

S. M, Mellinkoff and others.—p. 61. 


Detection of Visceral Syphilis by Animal Inoculation. 
—According to Calkins and his associates one of the most 
reliable methods of demonstrating the syphilitic origin of a 
disease is the isolation of living Trepenoma pallidum by animal 
inoculation. The authors found only three reports of successful 
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rabbit inoculation with viscera of patients with tertiary syphilis. 
They were unable to find any instance of isolation of T. pallidum 
from the liver of patients with early or late syphilis. They report 
one patient with tertiary and one with secondary syphilis from 
whose livers T. pallidum was isolated by rabbit inoculation. In 
a patient with tertiary syphilis of the stomach, T. pallidum was 
isolated from an abdominal lymph node by this method. The 
histories of these three patients illustrate the practicability of 
clinical application of the rabbit inoculation technic. This pro- 
cedure should be employed more widely as a means of establish- 
ing the nature of suspected syphilitic lesions. 


Canadian Medical Association Journal, Montreal 


62:529-632 (June) 1950 
Medical Aspects of Effects of Atomic Explosion. J. N. B. Crawford. 


—p. 529. 

Sidiiaees of Congenital Dislocation of Hip at Island Lake, Manitoba. 
C. Corrigan and S. Segal.—p. 535. 

Advances in Radiotherapy. T. A. Watson.—p. 540. 

"Beryllium Granulomatosis. J. Gerrie, F. Kennedy and S. L. Richardson. 
—p. 544. 

Fat Embolism. E. S. James.—p. 548. 

The Acute Abdomen. P. Thorek.—p. 550. 

Carcinoma of Prostate. E. P. White and N. E. Berry.—p. 556. 

Liver Biopsy in Sarcoidosis. M. M. Baird, A. Bogoch and J. B. Fenwick. 
—p. 562. 

Pulmonary Tuberculosis in Older Age Groups. A. D. Temple and E. F. 
Crutchlow.—p. 565. 

Modern Methods of Treatment for Malignant Tumours of Eye. C. E. 
Davies.—p. 568. 

Homologous Serum Hepatitis. R. L. Aikens and M. H. Roberts.—p. 571. 

Traumatic Anterior Dislocation of Hip. P. Niloff and J. G. Petrie. 
—p. 574. 

Management of Malignancy of Maxillary Sinus. A. A. Grossman, W. A. 
Donnelly and M. F. Snitman.—p. 576. 

Metabolic Variations in Schizophrenia. G. H. Larue, C. A. Painchaud 
and G. Nadeau.—p. 581. 

Sarcoma of Breast. R. P. Smith and J. A. Vaughan.—p. 584. 


Beryllium Granulomatosis.—Gerrie and his associates 
report a man who was hit with a broken fluorescent bulb, which 
produced a cut on the forehead. He received better than average 
emergency care. Three months later the scars were soft, red, 
tender and raised. The scars were excised, and the wound 
healed. The pathologist reported tuberculous-like granulation 
tissue in the excised material, but, since the patient was in good 
health, it was concluded that the lesion was a granuloma caused 
by the fluorescent powder. The lesion conformed to the type 
of skin granuloma resulting from a reaction to beryllium. 
Various beryllium phosphors were introduced in the middle 
thirties in the making of certain alloys and were used in increas- 
ing amounts in the production of fluorescent light bulbs. 


Circulation, New York 
2:1-160 (July) 1950 


Integrating Circuit for Measurement of Areas of Waves in Electrocardio- 
gram. F. D. Johnston, F. McFee and J. M. Bryant.—p. 5. 

Intracardiac and Intravascular Potentials Resulting from Electrical 
Activity of Normal Human Heart. C. E. Kossmann, A. R. Berger, 
B. Rader and others.—p. 10. 

Peri-Infarction Block; Electrocardiographic Abnormality Occasionally 
Resembling Bundle Branch Block and Local Ventricular Block of Other 
Types. S. R. First, R. H. Bayley and D. R. Bedford.—p. 31. 

Excitation of Human Auricular Muscle and Significance of Intrinsicoid 
Deflection of Auricular Electrocardiogram. H. H. Hecht and L. A. 
Woodbury.—p. 37. 

Studies in Intracardiac Electrography in Man: IV. Potential Vari- 
ations in Coronary Venous System. H. D. Levine and W. T. Goodale. 
—p. 48. 

QRS-T Patterns in Multiple Precordial Leads That May be Mistaken 
for Myocardial Infarction: III. Bundle Branch Block. G. B. Myers. 
—p. 60. j 

Id.: IV. Alterations in Blood Potassium; Myocardial Ischemia; Sub- 
epicardial Myocarditis; Distortion Associated with Arrhythmias. G. B. 
Myers.—p. 75. 

Clinical a Present Position and Possible Poten- 
tialities. L. Katz.—p. 94. 

Standardizing Puctece in Electrocardiography. J. A. Cronvich, J. P. 
Conway and G. E. Burch.—p. 111 

Validity of Equilateral Tetrahedron as Spatial Reference System. J. A. 
Abildskov, G. E. Burch and J. A. Cronvich.—p. 122. 

Approximate Derivation for Stereoscopic Vectorcardiograms with Equi- 
lateral Tetrahedron. J. A. Cronvich, J. A. AbildsRov, C. E. Jackson 
and G. E. Burch.—p. 126. 

Comparison of Heart Vectors Calculated with Different Systems of Leads. 
R. McFee.—p. 128. 

Chronic Pericarditis with Effusion. P. S. Barker and F. D. Johnston. 
—p. 134, 
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Connecticut State Medical Journal, Hartford 


14:591-684 (July) 1950 


Breast Cancer. B. B. Landry and J. O’L. Nolan.—p. 593. 

Role of Potassium in Medical Therapy. J. E. Howard.—p. 596. 

Dysphagia and Dysphonia as Symp of Cancer. N. Canfield.—p. 601. 

Review of Wound Disruptions. G. B. McAdams.—p. 604. 

Torsion of Gallbladder. L. A. St. John and J. E. Burns.—p. 612. 

Antemortem Diagnosis of Perforated Interventricular Septum. J. G. 
Gulash, I. S. Eskwith and J. LoCricchio.—p. 613. 

Pediatric and Psychiatric Aspects of Yale Rooming-In Project. E. B. 
Jackson.—p. 616. 





Hawaii Medical Journal, Honolulu 
9:133-208 (Jan.-Feb.) 1950 


Observations on Salmonellosis in the Hawaiian Islands. M. Levine, 
J. R. Enright, G. Ching and R. Tanimoto.—p. 149. 

Hypersplenism and Effect of Splenectomy in Acute Disseminated Lupus 
Erythematosus: Preliminary Report. H. M. Johnson, T. F. Fujiwara 
and R. D. Millard.—p. 156. 

Oriental Fruitfly as Possible Cause of Myiasis in Man. L. Kartman and 
J. W. Balock.—p. 160. 

Survival-Time of Mycobacterium Tuberculosis in Poi: Studies in Bac- 
teriology of Poi. E. T. Ichiriu and O. A. Bushnell.—p. 163. 

Home Made Multiple Lead Electrocardiograph Switch. §. R. Horio, 

7. 


—p. 16 
Illinois Medical Journal, Chicago 
98:1-96 (July) 1950 
Treatment of Peripheral Vascular Disorders. H. B. Shumacker Jr.—p. 6. 
*Observations on Use of Aureomycin in Treatment of Acute Anterior 

Poliomyelitis. E. Weis and B. J. Winston.—p. 9. 

Chemotherapy of Cancer. D. P. Slaughter and S. G. Taylor III.—p. 12. 
or Hemangioma of Liver. J. B. O'Donoghue and A. J. Nicosia. 
Dermatitis Medicamentosa Caused by Mesantoin. J. M. Greenhouse and 

E. Lehr.—p. 18. 

Aureomycin in Acute Anterior Poliomyelitis.—Weis 
and Winston administered aureomycin to most of the 52 patients 
with poliomyelitis who were admitted to a Waukegan hospital 
during the 1949 epidemic. More than half the patients were 
more than 10 years old. Four of the patients did not receive 
aureomycin; 32 received less than 2.0 Gm. of aureomycin per 
day, and 16 received 2.0 Gm. or more per day. There was a 
statistically significant difference in the recovery rate in paralytic 
cases and in the duration of temperature elevation between 
patients who received adequate amounts of aureomycin and 
those who did not. With the dosage of 2.0 Gm. of aureomycin 
or more the duration of fever was about one-half as long as 
in those who received less than 2.0 Gm. or no aureomycin at all. 
Paralysis was present at the time of discharge from the hos- 
pital in all four patients who had not been given aureomycin. 
Of the 32 patients receiving less than 2.0 Gm. of aureomycin, 
75 per cent had recovered by the time they left the hospital. 
Of the 16 receiving 2.0 Gm. or more of aureomycin per day, 87.5 
per cent had recovered completely by the time they left the 
hospital. The authors feel that aureomycin should be given 
further clinical trial in a larger series of cases, so that its 
clinical effectiveness in poliomyelitis can be further evaluated. 


Indiana State Medical Assn. Journal, Indianapolis 
43:445-540 (June) 1950 


Medical Treatment of Bleeding Duodenal Ulcer. A. N. Ferguson.—p. 465. 

Surgical Treatment of Bleeding Duodenal Ulcer. H. D. Caylor.—p. 470. 

Treatment of Cardiac Arrest by Cardiac Massage. J. C. Fleischer. 
—p. 472. 

Intravenous Procaine. N. Davis and M. Karp.—p. 475. 

Use of New Spirothiobarbiturate 03620 For Intravenous Anesthesia: Pre- 
liminary Report. V. K. Stoelting, J. P..Graf and R. A. Theye.—p. 477. 

Anesthetic Management of Cardiac Patient with Reference to Diagnosis 
and Treatment of Cardiac Arrhythmias. V. J. Collins.—p. 479. 


International J. of Leprosy, New Orleans 


18:1-134 (Jan.-March) 1950 


Sulfone Therapy in Leprosy: Three Year Study. N. R. Sloan, E. K. 
Chung-Hoon, M. E. Godfrey-Horan and G. H. Hedgceock.—p. 1. 

Transformation of Case of Tuberculoid Leprosy in Reaction to Lepro- 
matous Form. S. Schujman.—p. 11. 

Tar and Kerosene Paint for Tinea Complicating Leprosy. E. Muir and 
A. T. Roy.—p. 21. 

Leprosy and Its Control in South Africa. P. D. Winter.—p. 23. 

Three Factors Which May Influence Experimental Transmission of 
Leprosy. J. H. Hanks.—p. 33. 

Rat Leprosy: Susceptibility of Black Mouse (American Race) to Stefan- 
sky Bacillus: Preliminary Report. H. C. De Souza-Araujo.—p. 49. 
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Journal of Aviation Medicine, St. Paul 
21:171-280 (June) 1950 


Physiological Findings on Normal Men Subjected to Negative G. E. A. 
Ryan, W. K. Kerr and W. R. Franks.—p. 173. 

Effects of Positive Acceleration on Pilots in Flight, with Comparison of 
Responses of Pilots and Passengers in Airplane and Subjects on Human 
Centrifuge. E. H. Lambert.—p. 195. 

Effect of Various Drugs on Psychomotor Performance at Ground Level 
and at Simulated Altitudes of 18,000 Feet in Low Pressure Chamber. 
H. F. Adler, W. L. Burkhardt, A. C. Ivy and A. J. Atkinson.—p. 221. 

High Altitude, High Velocity Flying with Special Reference to Human 
Factors: Il. Time of Consciousness During Exposure to Various Pres- 
sure Altitudes. A. P. Webster and O. E. Reynolds.—p. 237. 

Physiological Considerations Regarding Safety Measures for Sudden 
Decompression in Civil Passenger Aircraft. H. Whittingham.—p. 246. 

Some Effects of Auditory Stimuli upon Voice. J. W. Black.—p. 251. 

Effect of Carrot Diet and Restricted Feeding on Resistance of Rat to 
Hypoxia. C. W. Craven, H. I. Chinn and R. W. MacVicar.—p. 256. 

Commow Cardiac Conditions in Young Male Adult. J. H. Currens. 
—p. 259. 

Ultrasonics in Clinical Medicine. H. Rosenthal.—p. 265. 


Journal of Clinical Investigation, Cincinnati 
29:639-854 (June) 1950 


Studies on Influence of Low Sodium Cardiac Diet and Kempner Regimen 
on Renal Hemodynamics and Electrolyte Excretion in Hypertensive 
Subjects. R. E. Weston, L. Hellman, D. J. W. Escher and others. 
—p. 639. 

Simultaneous Determinations of Resting Arteriovenous Oxygen Differ- 
ence by Acetylene and Direct Fick Methods. C. B. Chapman, H. L. 
Taylor, C. Borden and others.—p. 651. 

Significance of “One-Minute” (Prompt Direct Reacting) Bilirubin in 
Serum. G. Klatskin and V. A. Drill.—p. 660. 

Ventilatory Function Tests: I. Voluntary Ventilation Capacity. J. S. 
Gray, D. R. Barnum, H. W. Matheson and S. N. Spies.—p. 677. 

Id.: II. Factors Affecting Voluntary Ventilation Capacity. H. W. 
Matheson, S. N. Spies, J. S. Gray and D. R. Barnum.—p. 682. 

Id.: III. Resting Ventilation, Metabolism, and Derived Measures. H. W. 
Matheson and J. S. Gray.—p. 688. 

Studies with Inagglutinable Erythrocyte Counts: I. Method for Measure- 
ment of Net Gain or Deficit of Red Cells in Human Subject. E. L. 
DeGowin, R. F. Sheets and H. E. Hamilton.—p. 693. 

Id.: Il. Analysis of Mechanism of Cooley’s Anemia. H. E. Hamilton, 
R. F. Sheets and E. L. DeGowin.—p. 714. 

Impaired Vibratory Sense in Diabetes Mellitus with Proteinuria. W. S. 
Coilens, J. D. Zilinsky, L. C. Boas and J. J. Greenwald.—p. 723. 

Effect of Varying Quantities of Inorganic Iodide (Carrier) on Urinary 
Excretion and Thyroidal Accumulation of Radioiodine in Exophthalmic 
Goiter. D. S. Childs Jr., F. R. Keating Jr., J. E. Rall and others. 
—p. 726. 

*Cortisone in Hypertensive Vascular Disease. G. A. Perera, T. C. 
Fleming, K. L. Pines and M. Crymble.—p. 739. 

*Studies of Pulmonary and Systemic Arterial Pressure in Cases of Patent 
Ductus Arteriosus with Special Reference to Effects of Surgical 
Closure. B. E. Taylor, A. A. Pollack, H. B. Burchell and others. 
—p. 745. 

“Studies on Diabetes Mellitus: Relation of Stressful Life Situations to 
Concentration of Ketone Bodies in Blood and Diabetic and Non- 
Diabetic Humans. L. E. Hinkle Jr., G. B. Conger and S. Wolf. 
—p. 754. 

Effects of Concentrated Salt-Poor Albumin on Metabolism and Excretion 
of Water and Electrolytes in Nephrosis and Toxemia of Pregnancy. 
J. Orloff, L. G. Welt and L. Stowe.—p. 770. 

Serum Lipids in Infectious Hepatitis and Obstructive Jaundice. M. J. 
Albrink, E. B. Man and J. P. Peters.—p. 781 

Comparison of Anterior Pituitary-Adrenal Cortical Stimulating Effect of 
U. S. P. Epinephrine, Synthetic L-Epinephrine, and Nor-Kpinephrine. 
L. L. Madison.—p. 789. 


Cortisone in Hypertensive Vascular Disease.—Perera and 
co-workers report clinical and metabolic studies on a woman, 
aged 37, with uncomplicated hypertensive vascular disease 
treated with 200 mg. of cortisone acetate daily for one month. 
Insomnia, increased appetite, increased loss of scalp hair, men- 
strual changes and delayed healing of a superficial pyogenic 
abscess were among the manifestations observed during this 
therapy. Administration of cortisone in doses in excess of those 
generally employed induced negligible fluid, electrolyte or car- 
bohydrate changes, a decidedly negative nitrogen balance, a fall 
in serum potassium and cholesterol concentrations, an increase 
in serum inorganic phosphorus, transitory tyrosinuria, some 
increase in 17-ketosteroid and “corticoid” excretion, a decrease 
in renal plasma flow and a small decline in cardiac output. Ces- 
sation of therapy was followed by temporary appearance of signs 
and symptoms of hypoadrenalism. After a preliminary rise, a 
small but definite decline in “resting” blood pressure appeared 
while the patient was receiving the steroid and persisted for 
several weeks after it had been discontinued. 
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Pulmonary and Systemic Arterial Pressure in Patients 
with Patent Ductus Arteriosus.—Taylor and co-workers 
studied the pulmonary and systemic arterial pressure in 18 
patients with patent ductus arteriosus and in seven normal 
persons. Preoperative cardiac catheterization was carried out 
in six of the 18 patients. The average flow through the patent 
ductus arteriosus of these six patients was calculated to be 
7.4 (1.6 to 17.7) liters per minute. Calculations based on the 
oxygen saturation of systemic arterial, pulmonary arterial and 
mixed venous blood samples obtained in 12 patients indicated 
that the average flow through the patent ductus arteriosus was 
44 (23 to 80) per cent ‘of the left ventricular output. The out- 
side diameter of the ductus arteriosus in nine of these patients 
averaged 9.9 (7.6 to 13) mm. Continuous, direct, radial arterial 
pressures in seven patients with a patent ductus arteriosus and 
in seven normal persons recorded during standing, at rest and 
walking 1.7 and three miles per hour showed on the average 
that the patients had a higher pulse pressure than normal per- 
sons, a moderately increased systolic pressure and a slightly 
decreased diastolic pressure. The changes in blood pressure 
produced by exercise were similar in patients before and after 
ligation of the ductus arteriosus and essentially not different 
from those obtained in normal persons. Exercise did not pro- 
duce a decrease in diastolic pressure in these cases. The aver- 
age pulmonary arterial pressures measured in 16 of the patients 
with patent ductus arteriosus were slightly elevated above the 
values reported for normal persons. Closure of a patent ductus 
arteriosus in 15 patients produced an immediate increase in 
the systemic systolic and diastolic arterial pressure in every 
instance. There was also a significant, immediate decrease in 
the pulmonary arterial pressure. 

Blood Ketone Levels in Diabetics During Stress.— 
Hinkle and co-workers determined peripheral venous blood 
ketone levels in 15 healthy persons and in 22 diabetic patients 
during interviews in which emotionally charged topics were 
discussed. Control procedures were carried out on both non- 
diabetic and diabetic persons which were identical with those 
mentioned before except that no topics with emotional content 
were discussed. Results showed that stimuli arising out of the 
life experience of a person and consciously or unconsciously 
interpreted by him as threats to his security may produce a 
rise in the ketone bodies in the venous blood of both diabetic 
and nondiabetic persons, apparently because of increased ketone 
production in the liver. Fluctuations in the blood sugar level 
may be likewise produced by such stimuli. The magnitude of 
the ketone elevations observed was much greater in diabetic 
patients than in nondiabetic persons. It seems probable that 
such changes, with accompanying changes in fluid balance, may, 
if sustained, lead to clinical acidosis, without the intervention of 
other factors, such as intercurrent illness, changes in physical 
activity or alteration of insulin or food intake. Blood ketone 
levels, which were elevated during stress, subsided when rela- 
tive emotional security was achieved, without extra insulin 
or other therapeutic manipulation. The mechanism involved in 
these changes is not yet established, but the evidence suggests 
that it involves a stimulation of the pituitary-adrenal mechanism. 


Journal of Experimental Medicine, New York 
92:1-100 (July) 1950 

Relation of Virulence of Pneumococcal Strains for Mice to Quantity of 
Capsular Polysaccharide Formed in Vitro. C. M. MacLeod and M. 
R. Krauss.—p. 1. 

Role of Aciduria in Development of Hemoglobinuric Nephrosis in Dehy- 
drated Rabbits. J. J. Lalich and S. I. Schwartz.—p. 11. 

Nature of Toxic Component of Somatic Antigen of Shigella Para- 
dysenteriae Type Z (Flexner). C. Tal and W. F. Goebel.—p. 25. 
Localization of Antigen in Tissue Cells: V. Capsular Polysaccharide of 
Friedlander Bacillus, Type B, in Mouse. A. G. S. Hill, H. W. 

Deane and A. H. Coons.—p. 35. 

Splanchnic Removal in Rabbits During Fatal Bacteriemias of Circulating 
Organisms and of Superimposed Non-Pathogenic Bacteria. S. P. Mar- 
tin and G. P. Kerby.—p. 45. 

Quantitative Antibody Response of Man to Infection or Vaccination with 
Pasteurella Tularensis. M. M. Alexander.—p. 51. 

Pathogenesis of Hypertension Induced by Renal Constriction. L. J. 
Rather.—p. 59. 

Maintenance of Blood Colloid: Passage of Stored Gum Acacia from Cells 
to Circulation After Plasmapheresis. R. E. Knutti, R. A. Warrick 
and J. B. Goetsch.—p. 77. 

Host-Parasite Relationships in Experimental Pneumonia Due to Pneu- 
mococcus Type II]. W. B. Wood Jr. and M. R. Smith.—p. 85. 





ow 


—- ot tin Lb eek o 


a eatin 


a_i 


— ee le Oe: | Ue ee ee ee 








Votume 144 
NuMBER 7 


CURRENT 


Journal of Nervous and Mental Disease, New York 
112:1-92 (July) 1950 


Function Resulting from Cerebral Lesions. 


Disintegration of Motor 
D. Denny-Brown.—p. 1. 

Psychiatry and Religion. I. Gladston.—p. 46. 

Effects of Anterior Cerebral Circulation Occlusion with Varying Levels 
of Blood Pressure in the Macaque. R. K. Thompson and C. M. 
Rhode.—p. 58. 

Major Cause of Warfare—-Emotiona! Incompetency: Emotional er Psyco- 
genic Factor of Behavioral Control. S. I. Stein.—p. 66. 


Journal of Neurosurgery, Springfield, Ill. 
7:289-382 (July) 1950 

Neurosurgery Is What You Make It. F. Turnbull.—p. 289. 

Intramedullary Spinothalamic Tractotomy. A. D’Errico.—p. 294. 

Study of 182 Patients with Verified Astrocytoma, Astroblastoma and 
Oligodendroglioma of Brain. L. Davis, J. Martin, F. Padberg and 
R. K. Anderson.—p. 299. 

Interhemispheral Subdural Suppuration. C. F. List.—p. 313. 

Variations in Trifurcation of Semilunar Ganglion and Surgical Implica- 
tions. H. Gass and W. P. Van Wagenen.—p. 325. 

*Unilateral Prefrontal Lobotomy for Relief of Intractable Pain: Report of 
58 Cases with Special Consideration of Failures. J. E. Scarff.—p. 330. 

*Surgery of Epilepsy: Limitations of Concept of Cortico-Electrographic 
“Spike” as Index of Epileptogenic Focus. R. Meyers, J. R. Knott, 
R. A. Hayne and D. B. Sweeney.—p. 337. 

Intervertebral Foramen Studies: I. Foramen Encroachment Associated 
with Disc Herniation. L. A. Hadley.—p. 347. 

Intervertebral Studies: II. Nerve Changes Incidental to 
Encroachment. L. A. Hadley.—p. 352. 

Gliomas Involving Splenium of Corpus Callosum: Roentgenologic Study. 
B. Schlesinger.—p. 357. 

Gynecomastia in Paraplegic Males. 
E. H. Rynearson.—p. 36€4. 

Contribution to Physio-Pathology of Choroid Plexus. 


Foramen 


I. S. Cooper, C. S. MacCarty and 


L. Davis.—p. 368. 

Unilateral Prefrontal Lobotomy for Intractable Pain. 
—Scarff performed unilateral prefrontal lobotomy for the relief 
of intractable pain in 58 patients. Good results were obtained 
in 38 patients, who no longer voluntarily complained of pain or 
required narcotics. The pain was due to inoperable carcinomas 
of the mouth, neck and cervical spine in 25 of the 38 patients. 


A fair result with partial relief of pain was obtained in 12. 


patients. Thus 86 per cent of the patients were materially 
benefited by the operation. Poor results followed operation in 
eight patients, including seven with advanced carcinoma. These 
tumors were not essentially different in character or location than 
those in patients who experienced good results. It appears 
significant that the tumors of these eight patients impinged 
directly on large sensory nerves, thus producing pain of maxi- 
mum intensity. Unilateral prefrontal lobotomy interposes a 
relative rather than an absolute, barrier between pain reception 
and pain perception at the conscious level. This barrier is 
completely effective for many degrees of pain, but it may be 
only partially effective for pain of maximum intensity. The 
effectiveness of a unilateral lobotomy is permanent for pain 
of constant severity. Pain of psychogenic origin was not 
relieved by unilateral lobotomy. No significant impairment of 
intellect or personality followed the procedure. 

Concept of Epileptic Focus in Surgery of Epilepsy.— 
Meyers and co-workers performed electroencephalography on 
a man aged 31 with post-traumatic epilepsy, a boy aged 10 with 
idiopathic epilepsy and a woman aged 36 with an idiopathic 
epilepsy since puberty and intractable pain in the left shoulder 
and arm of more recent origin due to Hodgkin’s disease. Spikes 
were derived from the thalamic and striatal leads in the three 
patients. They might appear during a particular time interval 
in the thalamus alone, the striatum alone or in the surface leads 
alone. Combinations were also observed. Thalamic spikes 
sometimes exhibited a “spread” to the striatum and/or cerebral 
surface, and in other instances striatal spikes sometimes 
exhibited a “spread” to the thalamus and/or cerebral surface. 
In still other instances spikes apparently derived from 
the cerebral surface appeared to spread to the thalamic or 
striatal region. No surface spike was observed spreading to 
both the thalamic and striated regions simultaneously in any of 
the cases. These observations suggest that the concept of a 
cortical epileptogenic focus as the primary factor in the produc- 
tion of convulsive seizures stands in need of further evaluation. 
Up to now it has been assumed that the site of an epileptogenic 
focus is reliably revealed by the region in which spike potentials 
happen to be recorded. The data presented by the authors sug- 
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gest that “the epileptogenic firing point” is not invariably located 
in or just subjacent to the cerebral cortex but that it may 
reside in deeper-lying nuclei and yet show corticipetal spread. 
This latter circumstance would explain the difficulty in identi- 
fying a cortical firing point responsible for convulsive seizures 
and account for the frequent failure of surgical treatment 
directed against epilepsy. 


Maine Medical Association Journal, Portland 
41:167-248 (June) 1950 


Serious Intra-Abdominal Conditions Simulating Appendiceai Disease in 
Young Adult Males and Presenting Acute Problems in Surgical Treat- 
ment. J. A. Nelson.—p. 167. 

Clinical Application of Antithyroid Drugs. J. B. Dana.—p. 175. 

Essentials of Procedures for Commitments to Neuropsychiatric Hospital, 
Veterans Administration Center, Togus, Maine. I. Zeltzerman.—p. 183. 

Supralevatory Abscess Causing Urinary Obstruction. M. Emanuel. 
—p. 185. 

Apical Lung Tumors with Report of Case. J. F. Loughlin.—p. 188. 

Report of Case of Bronchogenic Carcinoma of Lung with Predominantly 
Intestinal Symptoms. J. D. Southworth.—p. 191. 

Esophageal Diverticula; Brief Review: 2 Cases Illustrating Standard 
Methods of Treatment. W. K. Barton.—p. 195. 


Spontaneous Gingival Bleeding in Aplastic Anemia. D. Berliner.—p. 200. 


Michigan State Medical Society Journal, Lansing 
49:817-752 (June) 1950 


Trends in Gynecology and Obstetrics. P. E. Sutton.—p. 649. 

Preventive Pediatrics. A. M. Hill.—p. 656. 

Management of Diarrheas of Infancy and Childhood. R. M. Kempton. 
—p. 659. 

Differentiation of Anorexia Nervosa and Pituitary Cachexia: Case Report. 
W. G. White and R. C. Moehlig.—p. 665. 

Treatment of Acute Otitis Media. J. H. Maxwell.—p. 668. 

Hospital Management of Gall-Bladder Disease. E. T. Thieme.—p. 672. 


Therapy of Non-Tuberculous Urinary Tract Infections. R. M. Nesbit 
and W. C. Baum.—p. 676. 

Bronchoscopy as Aid in Diagnosis of Chest Lesions. D. S. Bolstad. 
—p. 682. 

Laboratory Methods for Diagnosis of Malignancies. W. L. Brosius. 


—p. 684 


Nebraska State Journal of Medicine, Lincoln 
35:201-240 (July) 1950 
Etiologic Aspects of Anemia. M. M. Strumia.—p. 204. 
ON EARLY DIAGNOSIS OF MALIGNANCIES 
H. H. Davis.—p. 208. 


SYMPOSIUM 
Early Diagnosis of Malignancies of Breast. 





Early Diagnosis of Malignancies of Cervix and Uterus. J. P. Redg- 
wick.—p. 210. 

Early Diagnosis of Mali y of St h and Colon. R. J. Wyrens. 
—p. 213. 

Early Diagnosis of Malignancies—Laboratory Aids. J. P. Tollman. 
—p. 216. 

Early Diagnosis of Carcinoma of Stomach and Colon. D. A. Dowell. 
—p. 218. 


New England Journal of Medicine, Boston 
242:963-994 (June 22) 1950 

*Postcaval Ureter: Report and Discussion of Case with Successful Sur- 
gical Repair. R. O. Olson and G. Austen Jr.—p. 963. 

Thiocyanate Effect Following Industrial Cyanide Exposure; Report of 2 
Cases. H. L. Hardy, W. M. Jeffries, M. M. Wasserman and W. R. 
Waddell.—p. 968. 

Early Neurolysis in Treatment of Injury of Peripheral Nerves Due to 
Faulty Injection of Antibiotics. D. D. Matson.—p. 973. 

Chipped Glass as Probable Cause of Retropharyngeal Abscess in Infant. 
L. I. Gardner and H. J. Heinicke.—p. 975. 

Intestinal Obstruction During Pregnancy. M. Feresten.—p. 977. 

Body-Fluid Physiology: Role of Potassium in Clinical Disturbances of 
Body Water and Electrolyte. D. C. Darrow.—p. 978. 

Postcaval Ureter.—According to Olson and Austen post- 
caval ureter, also known as “circumcaval” or “retrocaval” 
ureter, is a congenital anomaly, primarily of the vascular system, 
that has been recognized and reported with increasing frequency 
in the past 10 years. The authors describe a case of right 
postcaval ureter. This brings the total number of reported cases 
of this condition to 39. The authors’ is the fifth case in which 
a correct preoperative diagnosis was made, the eleventh in which 
plastic repair of the anomaly was attempted and the ninth in 
which a successful result was obtained. The authors present 
a summary of the previously reported cases and review the 
embryologic development of the anomaly. They believe that 
high ureteral division, anastomosis without splinting and tem- 
porary diversion of urine by pyelostomy represent the best 
treatment for this condition. 
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New Jersey Medical Society Journal, Trenton 
47:259-310 (June) 1950 


Why Medical Economics? F: G. Dickinson.—p. 262. 

Nicotinic Alcohol Tartrate (Roniacol Tartrate) in Treatment of Periph- 
eral Vascular Disease: Report of 3 Cases. O. Brandman and 
W. Redisch.—p. 267. 

Rehabilitation in Action: Case Report. J. F. Gleason.—p. 270. 

Sarcoid Spleen with Thrombocytopenic Purpura. M. Notkin, F. M. 
Offerkrantz and A. Abramo.——p. 272. 

Management of Suspected Poliomyelitis. A. B. Light.—p. 276. 

Endometriosis: Vaginal Smear Findings as Aid in Diagnosis and in 
Evaluation of Treatment. G. T. Newman.—p. 279. 

Rupture of Tendon of Tibialis Anticus. P. Strassburger.—p. 281. 

Lesions of Colon and Rectum: Diagnosis and Treatment. F. S. Forte. 
—p. 283. 

Treatment of Essential Dysmenorrhea with Antihistaminic Drug (Pyri- 
benzamine R HCi). D. B. Hoffman.—p. 287. 

Warning About Lens Extraction in Edentulous Patient. H. P. Snyder. 
—p. 289. 


Northwest Medicine, Seattle 
49: 423-498 (July) 1950 


Streptomycin in Tuberculous Meningitis: Report of Case with Recovery, 
Observed Over Three Years, with Unusual Bacteriologic Findings. 
J. Schiff and M. S. Tarshis.—p. 451. 
Let Us Do Something. R. E. Freeman.—p. 456. 
Clinical Potassium Deficiencies: Mechanism of Potassium Deficiency. 
R. M. Levenson and D. Metheny.—p. 457. 
Endocrine Factors in Psychic Disturbances. W. H. Orr.—p. 460. 
Value of Para-Aminobenzoic Acid and Aureomycin in Treatment of 
Rocky Mountain Spotted Fever. J. D. Mortensen.—p. 463. 
*What Can Happen When Diabetics Marry. M. Lincoln.—p. 466. 
Problem of Varicose Veins. C. W. Calhoun and J. R. Broun.—p. 467. 
Diverticulum of Female Urethra. L. J. Scheinman.—p. 469. 
Marriage Between Diabetic Patients.—Lincoln reports 
a family in which the father died of diabetes mellitus at the 
age of 55. The mother, who died at 73 years of age, was a 
diabetic during the last 10 years of her life and during those 
years was obliged to take insulin three times daily. She died in 
coma several days after discontinuing insulin therapy. There 
were nine children in the family, and two of these died of 
diabetes in childhood. The remaining seven are all obese, and 
in all except one, who, although ill, refused medical aid for 
religious reasons, diabetes and an abnormal sugar tolerance 
have been demonstrated. 


Oklahoma State Medical Assn. Jour., Oklahoma City 


43:311-350 (July) 1950 


Selection of Blood Donors. J. D. Fox.—p. 314. 

Parasitic Disease and Problems in Diagnosis. D. B. McMullen.—p. 318. 

Dangerous Post-Partum Blood Loss from First Degree Lacerations. 
Cc. S. McCammon.—p. 320. 

Treatment of Clubfoot. J. L. Richardson.—p. 322. 

Infantile Cortical Hyperostoses: Case Report. P. E. Russo and C. J. 
Cavanaugh.—p. 325. 


Postgraduate Medicine, Minneapolis 
8:1-80 (July) 1950 


Anesthesiologist in Management of Surgical Patients. U. H. Eversole. 


Alcoholism and General Practitioner. J. Hirsh.—p. 5. 

Acute Appendicitis Complicating Pregnancy. C. I. Wapfield.—p. 10. 

*Tuberculin Negative, Histoplasmin Positive, Disseminated Pulmonary 
Calcification. M. L. Furcolow.—p. 15. 

*Management of Peptic Ulcer. G. Crile Jr.—p. 28. 

Disseminated Pulmonary Calcification.—Furcolow reports 
174 patients with disseminated pulmonary calcifications 
observed among 60,000 persons. Tuberculin and histoplasmin 
tests on these patients revealed that 170 (98 per cent) reacted 
to histoplasmin. One patient reacted to tuberculin only. From 
the evidence presented by the author and that from the litera- 
ture it appears that tuberculosis is an exceedingly infrequent 
cause of disseminated pulmonary calcification. Roentgeno- 
grams of selected patients show the development of this type 
of calcification throughout both lung fields. Histoplasmosis or 
some closely related infection was the cause in most cases. This 
probability was supported by the cultural isolation of Histo- 
plasma capsulatum from two patients. The incidence of dis- 
seminated calcification among 16,000 school children showed an 
over-all prevalence among the Negroes of only 1.2 per thousand 
as compared with 4.5 per thousand among white children. There 
was a steady rise in rates among the white children from 
zero per thousand persons in the age group of less than four 
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years to ten per thousand among the age group 16 to 18 
years. Complement fixation tests were performed on the blood 
serum of 42 of the 174 patients. Thirteen of the 42 tested had 
positive reaction, 11 doubtful and 18 negative. The comple- 
ment fixation test was not developed until two years after 
most of the patients were first observed, and the lesions of 
most of these patients appeared roentgenographically to be 
healed. 

Managemnt of Peptic Ulcer.—Crile performed vagotomy 
and gastroenterostomy on 400 patients with duodenal ulcer, 
95 of whom were followed for an average of two years after 
the operation. Complications prior to operation were severe 
in 55 patients, 24 of whom had pyloric obstruction, 21 had had 
massive hemorrhages and 10 had had perforation. Excellent 
results with normal health from the gastrointestinal standpoint 
were obtained in 62 patients. Satisfactory results, i.e., absence 
of ulcer pain and gastrointestinal symptoms so mild that they 
do not interfere with work and do not require special diet or 
medication, were obtained in 20 patients. Ten patients were 
improved, in that they had no ulcer pain and fewer gastro- 
intestinal symptoms than before the operation, but diet and 
medication were used to control these symptoms. Three 
patients were therapeutic failures. Vagotomy alone is not a 
satisfactory treatment for duodenal ulcer, because the incidence 
of retention is far too high. Gastroenterostomy alone is not 
acceptable in itself, because the incidence of recurrent ulcera- 
tion is far too high. Combined gastroenterostomy and 
vagotomy produce an effect which is greater than that of 
either alone. This combination is the safest and most effective 
surgical treatment of duodenal ulcer. 


Psychiatry, Washington, D. C. 
13:135-282 (May) 1950 
Place of Action in Personality Change. A. Wheelis.—p. 135. 
Psychodynamic Process of Illness and Recovery in Case of Catatonic 
Schizophrenia. A. Angyal.—p. 149. 
Authority and Liberty in Structure of Freud’s Thought. D. Riesman. 


—p. 167. 

Psychotic Personality in South Seas. M. E. Spiro.—p. 189. 

Frustration Tolerance, Frustration Susceptibility and Overt Disturbance. 
G. Lindzey.—p. 205. 

Group Reading in Mental Hospitals. J. W. Powell.—p. 213. 

Pilot Study of Psychoanalytic Practice in United States with Sugges- 
tions for Future Studies. L. S. Kubie.—p. 227. 

Patterns of Parent-Child Relationships in Schizophrenia. S. Reichard 
and C. Tillman.—p. 247. 


Rhode Island Medical Journal, Providence 
33:221-272 (May) 1950 
Diagnosis of Case of Uterine Malformation with Kidney Agenesis. 
H. Libby.—p. 235. 
*Thalassemia Minor: Report of 10 Cases. A, M. Phillips, W. A. 
Leonard and H. A. Lawson.—p. 239. 
Practice of Medicine in the Future. J. F. Kenney.—p. 242. 


33:273-332 (June) 1950 

Elaboration in Medicine. P. P. Chase.—p. 287. 

Cortisone Therapy in Rheumatoid Arthritis. W. J. O’Connell and F. J. 

Burns.—p. 289. 

The Months Ahead. R. B. Robins.—p. 292. 

Thalassemia Minor.—According to Phillips and co-workers 
the classic form of thalassemia is also known as Cooley’s 
anemia, Mediterranean anemia or Thalassemia major. Patients 
with this form of the disease usually do not live beyond puberty. 
A relatively milder form of the disease has been recognized 
and termed Thalassemia minor. The authors cite 10 patients 
with this form of anemia observed in the city of Providence, 
in which a relatively large proportion of the population is of 
Mediterranean extraction. Several of the 10 patients were 
related; this is understandable since both the major and minor 
forms of the disease are inherited. The patients usually have 
hypochromia and microcytosis of the red blood cells with or 
without slight anemia and occasionally associated with abnor- 
mally high red cell counts. Stippled, target and oval cells, 
out of proportion to the degree of anemia, are the morphologi- 
cal abnormalities seen in the red corpuscles. The resistance of 
the red blood cells to hemolysis in hypotonic sodium chloride 
solutions is increased. The anemia is refractory to iron therapy, 


and the patient is usually of Mediterranean ancestry. Spleno- | 
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megaly and slight icterus may be present. The pathologic 
physiology involved is apparently an inherited defect in hemo- 
globin synthesis resulting in red blood cells which contain a 
little substance but adequate membrane, so that they can absorb 
more fluid than normal cells without bursting. Because of 
their thinness, they appear as bizarre forms. 


Southern Medical Journal, Birmingham, Ala. 
43:565-660 (July) 1950 


*Use of Anticoagulants in Acute Coronary Insufficiency or Impending 
Myocardial Infarction. E. S. Nichol.—p. 565. 

Injuries to Lower Extremities and Their Significance in Industry. C. C. 
Snyder and T. G. Blocker Jr.—p. 574. 

Relationship of Armed Forces Institute of Pathology to the American 
Pathologist. R. O. Dart.—p. 579. 

Segmental Resection of Esophagus in Infants: Report of Two Cases. 
C. Lyons, A. Ochsner and R. V. Platou.—p. 585. 

Acute Renal Insufficiency: Lower Nephron Nephrosis. M. E. Flipse, 
J. L. Wright and M. J. Flipse.—p. 589. 

Recent Advances in Otorhinolaryngology with Special Reference to Use of 
Magnet. M. Equen.—p. 599. 

Virus Infections. J. J. Shea and_J. A. Buchignani.—p. 603. ‘ 

Treatment of Inguinal Hernia in Infants and Children. H. M. Schiebel 
and W. H. Freeman.—p. 605. 

Carcinoma of Endometrium. R. A. Kimbrough and C. W. Muckle. 
—p. 609. 

Duodenal Diverticula. T. D. Davis and S. W. Budd.—p. 614. 

Preservation and Salvage of Traumatized Spleen with Classification of 
Traumatized Spleens. P. S. Putzki and J. H. Scully.—p. 617. 

Constipation: Its Relationship to Anorectal Disease and to Diet and 
Fluid Intake. G. H. Thiele.—p. 621. 

Management of Peripheral Nerve Injuries. R. J. Murphy.—p. 627. 
Results of Gastroscopic Examinations in Patients with Acne Rosacea. 
A. H. Conrad Jr., B. D. Kenamore and W. M. Lonergan.—p. 631. 

Sarcoidosis in the Negro. J. K. Howles.—p. 633. 

Clinical Studies of Perazil. L. Cullick and H. D. Ogden.—p. 643. 

Necropsy: Its Role in General Practice. M. H. Grossman.—p. 646. 

Atypical Case of Meningo-Encephalitis Due to Cryptococcus Neoformans 
(Torula Histolytica): Review of Literature. G. W. Howe.—p. 649. 


Use of Anticoagulants in Acute Coronary Insufficiency. 
—Nichol reports on 41 patients considered to be showing signs 
of threatened myocardial infarction or acute coronary insufh- 


‘ ciency and given heparin and dicumarol® to ward off the threat- 


ened infarction. Relief of anginal pain was frequently striking 
and prompt. Transmural myocardial infarction developed in 
only two patients. No deaths occurred in the group during 
treatment. Four patients died with the clinical diagnosis of 
acute coronary thrombosis one week to 10 months after treat- 
ment with anticoagulants was stopped. Twenty-four patients 
in the group showed clinical signs of subendocardial necrosis. 
Twenty-three patients were carried on long term dicumarol® 
therapy; 17 had been on the regimen for periods ranging up to 
82 weeks. The results obtained justify an extensive trial of 
heparin and dicumarol® in threatened myocardial infarction or 
acute coronary insufficiency even ‘when a history of previous 
myocardial infarction is lacking. 


Southern Surgeon, Atlanta, Ga. 
16:527-626 (June) 1950 
Intussusception: Comparison of Infant and Adult Types. J. D. Mar- 
tin Jr. and E. W. Dennis.—p. 527. 
Transthoracic Resection of Esophagus and Stomach for Carcinoma. 
P. W. Schafer.—p. 537. 
Injuries of Genito-Urinary Tract. C. F. Bowie.—p. 548. 
Benign Lesions of Breast. H. E. Snyder, C. D. Snyder and W. A. 
Grosjean.—p. 555. 
Supracondylar Fractures of Humerus. P. B. Wright.—p. 569. 
“Cancer Research Program of Oak Ridge Institute of Nuclear Studies. 
H. D. Bruner and G. A. Andrews.—p. 577. 
Postoperative Parotiditis. W. J. Clifford.—p. 584. 
Carcinoma of Corpus Uteri. C. Panettiere.—p. 594. 
Degenerative Changes in Cervical Spine as Common Cause of Shoulder 
and Arm Pain. L. M. Overton.—p. 599 
Cancer Research and Nuclear Studies.—Bruner and 
Andrews describe the organization of a medical division within 
the Oak Ridge Institute of Nuclear Studies, whose function is to 
evaluate the radioactive isotopes in neoplastic diseases. A train- 
ing program in medical uses of radioactive materials has been 
set up for both preclinical research workers and clinicians. A 
research laboratory and a 30 bed hospital were constructed and 
equipped. The facilities are limited; the patients must there- 
fore be carefully screened and selected. To that end the coop- 
eration of the medical schools in the Southern states has been 
secured. The guiding principle is that no patient shall be given 
experimental isotope therapy if the neoplasm is amenable to sur- 
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gical or roentgen therapy. On the other hand, since compara- 
tively little is to be learned from the study of moribund patients, 
the necessarily limited facilities ought to be used as productively 
as possible. The medical division reserves the right to specify 
the isotope therapy for each patient. This treatment is under 
the immediate control of six or more licensed physicians act- 
ing with the advice of more than 50 consultants from the 
Southern medical schools. In many respects the “hot” patient 
is analogous to the contagious patient. However, there are no 
inactivating procedures for radioactivity analogous to auto- 
claving. There is the problem of how to handle and clear a 
bed pan containing radioactive feces and urine, as well as what 
to do with the contents. Obviously, nurses, technicians, maids 
and orderlies must be specially trained to follow radiologically 
acceptable technics. At present, admissions are arranged solely 
through physicians on the staffs of the participating medical 
schools. The diseases now under study, or to be taken up 
during the next few months, include neoplasms of the thyroid, 
chronic myeloid leukemia in adults, polycythemia vera and cer- 
tain neoplastic and metastatic bone lesions. 


West Virginia Medical Journal, Charleston 
46:115-134 (May) 1950 


Thrombophlebitis in Lower Extremity and Its Sequelae. J. E. Summers. 
—p. 115. 

Case of Exstrophy of Bladder. G. G. Irwin and M. H. O’Dell.—p. 118. 

Teaching of Physiology at West Virginia University School of Medicine. 
E. J. Van Liere.—p. 120. 

De Quervain’s Disease in Mother and Daughter. H. A. Swart.—p. 123. 

Parathion Poisoning. J. J. Lawless.—p. 125. 


46:135-168 (June) 1950 


Diagnosis in Congenital Heart Disease. W. C. Stewart.—p. 135. 

Double Zipper Sponge Rubber Collar for Iron Lung (For Use in 
Emerson and Other Iron Lungs). E. B. Henson.—p. 148. 

*Treatment of Occlusive Peripheral Arterial Disease by Intra-Arterial 
Histamine. W. C. Swann, J. R. Cook and W. K. Yates.—p. 149. 


_ British Medical Situation. E. B. Randolph.—p. 153. 


Intra-Arterial Histamine for Peripheral Arterial Dis- 
ease.—Swann and his associates discuss the various forms of 
peripheral arterial disease, with particular attention to arterio- 
sclerosis obliterans, which was present in the 10 patients treated 
with intra-arterial histamine injection. The skin of the 
inguinal area is sterilized, the area draped, and the tissues over 
the femoral artery are infiltrated with 2 per cent procaine 
hydrochloride. Histamine acid phosphate 2.75 mg. is dissolved 
in 500 cc. of isotonic sodium chloride solution, and the solution 
is placed in a glass. reservoir. One hundred mm. of mercury 
pressure is exerted on the fluid and is measured by the mano- 
meter. Great care must be exercised to eliminate all air bub- 
bles from the system. The femoral pulsation is located by 
palpation below the inguinal ligament, and the needle is slowly 
inserted at a 45 degree angle, the needle point directed cephalad. 
As the arterial wall is reached a definite pulsation is trans- 
mitted to.the syringe. When the needle enters the lumen of 
the artery an immediate rush of bright red blood fills the 
barrel of the syringe, and the plunger is thrust outward with 
each systole. As the plunger is forced to the limit of its exten- 
tion, fluid is forced from the reservoir by air pressure. After 
the initial regulation of pressures, 2 to 5 drops pass through the 
needle during diastole and a pulsation of blood appears during 
systole. One must be careful not to allow any air to enter the 
artery at the conclusion of the treatment. Intra-arterial admin- 
istration of histamine is a valuable new method of treatment 
in occlusive peripheral arterial disease. The presence of a good 
histamine flush at the onset of treatment is a valuable prognostic 
sign of the efficacy of the treatment. Conversely, the absence 
of erythema usually indicates poor collateral circulation and a 
poor final result. Patients in whom gangrene of an area has 
developed are little likely to be benefited from the histamine 
therapy. Comparing the results of this procedure with surgical 
interruption of the sympathetic vasoconstrictor fibers, the 
authors conclude that the immediately demonstrable results are 
about the same for both methods. So far as the comfort of the 
patient and the occurrence of undesirable effects of therapy are 
concerned, intra-arterial histamine is preferable to surgery. 
The chief danger would appear to lie in the inadvertent injection 
of air bubbles. 
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FOREIGN 


An asterisk (*) before a title indicates that the article is abstracted. 
Single case reports and trials of new drugs are usullay omitted. 


Australian J. Exper. Biol. and M. Science, Adelaide 
28:1-128 (Jan.) 1950. Partial Index 


Studies in Experimental Immunology of Influenza. S. Fazekas de St. 

Groth.—p. 15. 

*Technique for Assay of Small Quantities of Insulin Using Alloxan 

Diabetic, Hypophysectomized, Adrenalectomized Rats. J. Bornstein. 
“Normal Insulin Concentration in Man.—J. Bornstein.—p. 93. 

Biological Properties of Polysaccharide and Lipoid Fractions from 

Pathogenic Strain of Aspergillus Fumigatus. N. F. Stanley.—p. 99. 

Studies on Listeria Monocytogenes: III. Failure to Isolate Organism 

from Human Throat. N. F. Stanley.—p. 117. 

Effect of Acridine Dye—5-Aminoacridine—on Metabolism of Staphylo- 

coceus Aureus. R. Gross.—p. 

Assay of Small Quantities of Insulin.—Bornstein worked 
to produce an animal preparation sufficiently sensitive for 
assaying insulin concentration in human plasma, so that a study 
of such concentrations could be made in normal and diabetic 
subjects. It appeared that animals subjected to hypophysectomy 
and adrenalectomy would provide the most suitable preparation. 
However, they were found to have a very short life, for they 
were extremely liable to spontaneous hypoglycemia. Also, 
surviving animals had blood sugar concentrations close to hypo- 
glycemic levels. Fatal hypoglycemia frequently occurred when 
they were given minute doses of insulin. For ihe above reason, 
and because the removal of possible interference from endogen- 
ous insulin secretion was desirable, an alloxan diabetic rat that 
had been subjected to hypophysectomy and adrenalectomy was 
used. The author describes a technic for ‘)e preparation of 
such rats. The range of the method is between 0.50 and 0.05 
milliunit of crystalline insulin. 

Normal Insulin Concentration in Man.—Bornstein reports 
results obtained in six persons with the test method described 
in the preceding paper. They were healthy, or at least free 
from disturbances of the carbohydrate metabolism, and were 
subjected to carbohydrate tolerance tests. Under the conditions 
of the experiment the plasma insulin concentrations were 0.1 
milliunit per cubic centimeter fasting, 0.2 milliunit per cubic 
centimeter 1 hour after the ingestion of dextrose, 0.34 milliunit 
per cubic centimeter 2% hours after dextrose, and 0.22 milliunit 
per cubic centimeter 3% hours after dextrose. 


Brain, London 
73:1-124 (March) 1950 


Functional Capacity of Isolated Human Spinal Cord. R. A. Kuhn. 

men 1. ‘ 

*Lead in Relation to Disseminated Sclerosis. A. M. G. Campbell, G. 

Herdan, W. F. T. Tatlow and E. G. Whittle.—p. 52. 

Lumbar Cerebrospinal Fluid Protein in Intracranial Meningiomas. W. 

E. Stern.—p. 72. 

Non-Penetrating Injuries of Median Nerve at Wrist. D. Kendall. 

p. 84. 

Human Pyramidal Tract: XVIII. Analysis of Its Pathophysiological 

Status. A. M. Lassek.—p. 95. 

Survival in Disseminated Sclerosis: Clinical Study of Series of Cases 

First Seen Twenty Years Ago. R. S. Allison.—p. 103. 

Lead in Relation to Disseminated Sclerosis.—Campbell 
and his associates discuss the possible relation between lead and 
disseminated sclerosis. A survey on the geographic incidence 
revealed an unusually high incidence in a lead mining area. 
In one village six cases were reported as having occurred within 
500 yards of each other. The analysis of the soils in this village 
revealed unusually high lead content. The histories of three 
other patients with disseminated sclerosis who lived in close 
proximity are presented. Here again the lead content of the 
soil was found to be high. In two additional cases the lead 
content of the water supply was in excess of the accepted maxi- 
mum toxic level. The authors report two cases of frank lead 
poisoning of occupational origin (prolonged contact with lead 


paints), in which neurologic symptoms resembling true dissemi- 
nated sclerosis occurred. A comparison of the estimation of the 
lead content of teeth in cases of disseminated sclerosis and in 
normal controls was the third aspect of the problem studied by 
the authors. They found the lead content of the teeth of patients 
with disseminated sclerosis on the average significantly higher 
than that of control groups. They feel that this evidence 
implies that lead does play some part in causing disseminated 
sclerosis. They suggest that lead may interfere with some 
essential mineral, vitamin or enzyme reaction and thus pre- 
cipitate demyelination. 


British Journal of Cancer, London 
4:1-146 (March) 1950. Partial Index 


Essentials of Demographical Studies in Cancer. J. Clemmesen.—p, 1. 

Cancer of Mouth: Report of 800 Cases. E. M. Ledlie and M,. H. 
Harmer.—p. 6. . 

*Androgen Therapy in 70 Cases of Advanced Mammary Carcinoma. 
D. A. G. Galton.—p. 20. 

Relation of Histology to Spread in Intestinal Cancer. C. E. Dukes, 
—p. 59. 

Comparative Study of Radiotherapy Techniques. D. K. Sambrook 
A. C. Thackray and P. B. Woodyatt.—p. 63. , 

Role of Connective Tissue in Radiation Reaction of Tumours. B. Jolles 
and P. C. Koller.—p. 77. 

Effects of Pregnancy and Lactation on Growth of Transplantable 
Spindle Cell Sarcoma in CBA Mice. C. M. Rangam.—p. 90. 

Blood Amino Nitrogen in Tumour-Bearing Mice. M. M. El Mehairy, 


—p. 95. 
Effect of Tetra-Sodium 2-Methyl-1: 4-Naphthohydroquinone Diphos- 
phate (Synkayvite) on Variety of Malignant Tumours in Experimen- 

tal Animals. A. Gellhorn and T. Gagliano.—p. 103. 

Susceptibility of Thymus, Lung, Subcutaneous and Mammary Tissues 

in Strain Street Mice to Direct Application of Small Doses of Four 

_ Different Carcinogenic Hydrocarbons. R. Rask-Nielsen.—p. 108, 

Effect of Acetamidofluorene on Thyroids of Rats Treated with Methyl 

—— and Thyroxine. F. Bielschowsky and W. E. Griesbach, 

—p. 133. 

Androgen Therapy in Advanced Mammary Carcinoma. 
—Galton reports on androgen therapy in 70 cases of advanced 
mammary cancer in women. He compares the effect of andro- 
gens with that of castration by operation and by roentgen 
irradiation. Fourteen of 70 patients with advanced mammary 
carcinoma (55 recurrent cases, 15 inoperable cases) obtained 
substantial remissions as a result of androgen therapy. These 
remissions permitted resumption of normal activity for more 
than six months for all but one patient, who was still in remis- 
sion after five months, for more than one year for 10 patients, 
six of whom were still in good health at the time of reporting. 
Sixteen other patients obtained some benefit from the treat- 
ment, but the regressions were incomplete, lasting six months 
or less. Seven of 31 patients with skeletal metastases obtained 
complete relief of pain, four having been bedridden before 
treatment. Four were in good health over one year later, 
two between six and 12 months and one five months later. 
Of the 14 with successful results, five received implants of 
testosterone propionate (three of 500 mg., two of 1,000 mg.) 
and nine received sublingual methyltestosterone (50 to 100 
mg. daily). Three patients who originally received implants 
were later given methyltestosterone, and two patients who 
relapsed were given large doses of testosterone propionate 
intramuscularly, but without benefit. One of them again 
improved when the injections were discontinued. Testosterone 
implantation and sublingual methyltestosterone are considered 
to be as effective as intramuscular therapy with testosterone 
propionate. Implantation is recommended in cases responding 
favorably to a therapeutic trial with one of the other methods. 
Androgen therapy offers a convenient alternative to surgical 
castration, but the results are probably no better. Remissions 
are to be expected in 20 per cent of cases when one or the other 
of these methods is used. 
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British Journal of Ophthalmology, London 
34:329-392 (June) 1950. Partial Index 


Role of Ascorbic Acid in Corneal Vascularization. F. W. Campbell and 


L D. Ferguson.—p. 
Healing Serpiginous Ulcer of Cornea by Total Conjunctival Hooding. 


A. Miklés.-—-p. 335. 
Simple Manometer for Continuous Measurement of Intra-Ocular Pres- 


sure. H. Davson and C. Purvis.—p. 351. 

Effect of Intravenous Infusion of Hypertonic Saline on Intra-Ocular 
Pressure. H. Davson and T. L. Thomassen.—p. 355. 

Intra-Epithelial Epithelioma of Conjunctiva and Cornea (Bowen’s Dis- 
ease) Healed by Contact Radiotherapy. J. Francois, J. Kluyskens 
and M. Rabaey.—p. 360. 

Xanthoma Corneae as Hereditary Dystrophy. R. Sysi.—p. 369. 

Hyaluronidase as Spreading Factor in Cornea. A. M. Woodin.—p. 375. 

Changes in Fundus Caused by Polycythaemia. F. Nagy.—p. 380. 

*Psychiatric Aspect of Miners’ Nystagmus—II. E. S. Stern.—p. 385. 
Psychiatric Aspects of Miners’ Nystagmus.—Stern 

believes that miners’ nystagmus is a disorder of emotional and 

not of organic origin. Perusal of the figures for miners’ 
nystagmus in Britain during the last few years, when arrange- 
ments for compensation were stable, shows that they are capri- 
cious in distribution from pit to pit and from district to district 
and inconstant in numbers from time to time. In America, 
where no compensation was paid, there was virtually no com- 
plaint of miners’ nystagmus, and in Belgium, where such com- 
pensation was not paid for more than six months, 98 per cent 
of miners recovered within this period. In Germany, the cessation 
of payment of compensation for mild cases of miners’ nystagmus 
was followed by a fall in the number of cases to one tenth, 
whereas in Great Britain the reverse process was followed by a 
rise in numbers. Such behavior is characteristic of emotional 
disorder. A standard psychiatric examination was carried out 
on 35 patients with miners’ nystagmus. At the conclusion of 
this examination each man was asked to what he attributed his 
difficulty. In 18 cases the breakdown was attributed to the 
man’s finding the work too difficult or too harassing; in 11 cases 
anxiety seemed to be the precipitating cause, this anxiety having 
been converted into hysterical symptoms to a varying degree. 

It was usually an anxiety resulting from the hazards of work. 

Psychosis, psychoneurosis, domestic upsets or dissatisfaction with 

the work were other factors responsible for miners’ nystagmus. 


British Journal of Surgery, Bristol 
37:377-504 (April) 1950 


Surgery of Innominate Artery, with Special Reference to Aneurysm. 
G. Gordon-Taylor.—p. 377. 

Pharyngeal Diverticulum. T. Dunhill.—p. 404. 

Foreign Bodies in Cardiovascular System. N. R. Barrett.—p. 416. 

Natural History of Carotid Body Tumours and Their Diagnosis and 
Treatment, with Report of 5 Cases. R. S. Monro.—p. 445. 

Hepatic Hydatid Disease. W. W. Wilson.—p. 453. 

Vascular Loops in Appendices Epiploicae: Their Anatomy and Surgical 
Significance, with Review of Surgical Pathology of Appendices Epiploi- 
cae. J. A. Ross.—p. 464. 

Dumb-Bell Ganglioneuromata. C. P. Sames.—p. 467. 


British Medical Journal, London 
1:1447-1500 (June 24) 1950 


*Aminopterin in Treatment of Acute Leukaemia. J. V. Dacie, E. Dres- 
ner, D. L. Mollin and J. C. White.—p. 1447. 

External Iliac Artery Thrombosis. A. M. Boyd and R. P. Jepson. 
—p. 1457. 

Cerebrospinal Fluid in 302 Cases of Intracranial Tumour, Abscess, 
and Subdural Haematoma. W. Henderson and C. G. de 
Gutiérrez-Mahoney.—p. 1461. 

Effect of Diathermy Currents on Metal Implants in Body Wall. G. 
Smith.—p. 1466. 

Histological Reactions to Injections of Procaine Penicillin in Oil. P. 
Story.—p. 1467. 

Secondary Bronchial Carcinoma Simulating Strangulated Femoral Her- 
nia. E. W. Hall, A. G. Shera and E, O. Fox.—p. 

Sjogren’s Disease Associated with Nutritional Deficiency Syndrome. 
R. M. Raffle—p. 1470. 


Aminopterin in Acute Leukemia.—Dacie and his asso- 
ciates report observations on 13 patients with acute and subacute 
leukemia, treated with aminopterin (4-aminopteroylglutamic 
acid), the folic acid antagonist. Clinical and hematologic 
remissions were obtained in all of seven children treated, and 
in two of six adults. In patients who responded there was a 
clinical return to normality and the peripheral blood became 
normal, or almost normal, for varying periods. Although 
striking improvement was obtained in the bone marrow, 
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leukemic cells were never completely eradicated. All patients 

who originally benefited have relapsed and died after becom- 

ing more or less refractory to treatment. The action of 
aminopterin in any given case is unpredictable, and the toxic 
effects of the drug are severe. Great caution is necessary in 
its use. 

2:1-60 (July 1) 1950 

*Inoculation and Poliomyelitis: Statistical Investigation in England and 
Wales in 1949. A. B. Hill and J. Knowelden.—p. 1. 

*Clinical Poliomyelitis in Association with Pectoral: ‘Inoculation of Pro- 
phylactics. F. O. MacCallum.—p. 6. 

Antimalarial Drugs in West Africa, with Particular Reference to 
Proguanil: Results of Survey in Nigeria. L. J. Bruce-Chwatt and J. 
M. Bruce-Chwatt.—p. 7. 

The Dumping Syndrome: Operation for Its Prevention. T. O’Neill. 

15. 


Cause and Management of Failed Forceps Cases. H. D. Freeth.—p. 18. 
Use of Rectal Thiopentone in Children. J. Lorber.—p. 21. 
Convulsions in Childhood: Epidemiologic Note on Their Association with 

Epilepsy, Eclampsia and Stillbirth, T. W. Buchan.—p. 22. 

Inoculation and Poliomyelitis.—Hill and Knoweiden call 
attention to the fact that cases of paralysis following injection 
of an antigen have been reported ever since the beginning of 
the immunization campaign. An investigation has been made 
to determine whether, in the epidemic of poliomyelitis of 1949 
in England and Wales, paralysis diagnosed as, and indistin- 
guishable from, poliomyelitis occurred in association with inoc- 
ulation procedures. Records of 410 patients aged under five years 
were collected. In the recently inoculated children the limb of 
injection (arm or leg) was a site of paralysis much more fre- 
quently than was the case with children not recently inoculated. 
There is no evidence that inoculations carried out in the more 
distant past had any effect on the incidence or site of paralysis. 
These effects appear to be confined to injections given within 
about a month of the onset of poliomyelitis. It has been sug- 
gested that an injection of an antigen merely localizes an already 
developing paralysis in the particular limb in which the injection 
is‘ given. Comparison of the present poliomyelitis cases with 
the authors’ paired control cases indicates that there may be 
cases in the poliomyelitis group in which the disease would not 
have been diagnosed clinically if the inoculation had not caused 
paralysis. Paralysis in the limb of recent injection was observed 
to follow both inoculations with alum-precipitated toxoid and 
inoculations with combined alum-precipitated toxoid and pertussis 
antigens. Few figures were available for pertussis vaccine, but 
one case of paralysis following a recent injection was recorded. 
The intervals of less than 28 days between the last injection 
of an antigen and the recorded onset of symptoms of polio- 
myelitis were mainly between eight and 17 days. The data thus 
far collected do not shed light on the risks of injection at differ- 
ent ages or with different antigens. 

Clinical Poliomyelitis in Association with Inoculation 
of Prophylactics.—MacCallum calls attention to the occur- 
rence of paralytic poliomyelitis in children who had received 
prophylactic inoculations in the preceding month. The most 
striking feature was that the paralysis was either localized to 
the most recently inoculated limb or was first noticed in that 
limb, usually the arm. The report of Hill and Knowelden cor- 
roborated the occurrence of such cases. Clinical opinion is that 
two types of syndromes may occur, one of which appears to 
be associated with a lesion in the anterior horn cells of the 
spinal cord and the other in peripheral nerves. Therefore, it 
seemed essential to determine whether a poliomyelitis virus was 
associated with the cases that appeared to be due to a lesion in 
the anterior horn cells of the cord. It has not been possible 
to obtain a histologic diagnosis in confirmation of virus studies 
because of lack of material. However, stools were obtained in 
children included in some of the recent observations, and the 
poliomyelitis virus was isolated by monkey inoculation from 
each of the five children whose stools were tested. A disease simi- 
lar to experimental poliomyelitis was observed in all the Rhesus 
monkeys used for testing. Lesions pathognomonic of the disease 
were found in their brains and cords at necropsy. Two of the five 
children had developed paralysis of the inoculated limb 11 and 
12 days following the inoculation of certain vaccines; in the 
other three children poliomyelitis or encephalitis developed five 
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to 17 days after they had received a prophylactic inoculation 
without localization of paralysis in the inoculated limb. The 
poliomyelitis virus is widespread during epidemics. No sugges- 
tion is made here that the viruses isolated were necessarily 
responsible for the present illness of the patients. These strains 
will be used for experimental investigation of the role of periph- 
eral trauma in precipitating poliomyelitis or localization of 
paralysis in patients infected with or carrying poliomyelitis 
viruses. 


East African Medical Journal, Nairobi 
27:149-186 (April) 1950. Partial Index 


*Aureomycin in Tick Typhus: Note of Its Use in Four Cases. R. R. 
Henderson, R. K. A. van Someren and K. E. R. Robertson.—p. 149. 
Noti-Specific Mesenteric Adenitis. G. E. Nevill.—p. 154. 
Sickle Cell Trait Among the Zande Tribe of Southern Sudan. P. H. 
Abbott.—p. 162. 
Skin Grafting in Treatment of Tropical Ulcer. S. R. S. Godkin.—p. 173. 
Aureomycin in Tick Typhus.—Henderson and co-workers 
report four cases of tick typhus effectively treated with aureo- 
mycin. The average duration of pyrexia after aureomycin ther- 
apy was 72 hours. Rash and headache tended to diminish with 
the fall in temperature. The rapid control of the infection 
appears to eliminate the risk of persisting tachycardia. The 
dosage was based on a clinical assessment of the severity of the 
disease.. In one patient it was thought that 4 Gm. was likely to 
be insufficient when given by mouth, and treatment was started 
intramuscularly. This, however, caused severe side effects: 
There was severe pain in the limb, spreading from the site of 
injection and vomiting. Oral treatment alone was found effec- 
tive, with nausea the only side effect. Nine to 15 Gm. of 
aureomycin was given to three patients, but in the fourth case 
4 Gm. proved adequate. The authors believe that considerably 
smaller doses than those originally advised may prove equally 
effective. No ill effects of the use of the drug had been noticed 
up to six months after treatment. 


Edinburgh Medical Journal 
57:145-184 (April) 1950 


Polycythaemia Vera with Tuberculosis Splenomegaly: Report of Case. 
A. A. Guild and H. N. Robson.—p. 145. 

Streptomycin in Treatment of Tuberculosis. J. I. Walker.—p. 153. 

Pink Disease: Review of 27 Cases. G. Griffith.—p. i62. 

Pleurisy, with Special Reference to Primary Pleurisy with Effusion. 
J. Laurie.—p. 171. 


§7:185-224 (May) 1950. Partial Index 


Outlook for the Diabetic. J. H. Croom.—p. 185. 
Benign Papilloma of Cervix. J. A. Chalmers.—p. 199. 
Case of Cyclic Neutropenia. C. F. Rolland and L. S. P. Davidson. 
—p. 205. 
Lancet, London 
1:1139-1178 (June 24) 1950 
*Experimental Background and Clinical Use of Antibiotics. P. H. 
Long, E. B. Schoenbach, E. A. Bliss and others.—p. 1139. 
Controlled Circulation with Hypotensive Drugs and Posture to Reduce 
Bleeding in Surgery: Preliminary Results with Pentamethonium 


lodide. G. E. H. Enderby.—p. 1145. ‘ 
Nervous Manifestations of Periarteritis Nodosa. V. K. Summers. 


A.C. T.H. in Rheumatoid Arthritis: Compared with Intramuscular 

Adrenaline and with Deoxycortone and Ascorbic Acid. E. Dressner, 

L. G. C. Pugh and J. B. Wild.—p. 1149. 

Steroid Therapy in Rheumatoid Arthritis: Further Report. G. D. 

Kersley and L. Mandel.—p. 1153. 

Kernicterus and Prematurity. R. Aiden, B. Corner and G. Tovey. 

—p. 1153. 

Antibiotics: Their Background and Clinical Use.— 
Long and his collaborators point out that a number of anti- 
biotics are now available and the practitioner's problem of 
choosing the right one for the treatment of his patient becomes 
more complex. After reviewing experimental work on various 
antibiotics the authors summarize current thought concerning 
their selection and clinical use. They conclude that, owing to 
the widespread (and often injudicious) use of penicillin, reac- 
tions to this antibiotic are rapidly increasing in number and in 
severity. Streptomycin and dihydrostreptomycin may produce 
permanent vestibular dysfunction and/or deafness. As there 
are better and less toxic antibiotics for other types of infections, 
their use should be limited to tuberculosis. To date, aureomycin 
and terramycin have been relatively nontoxic, if nausea, vomit- 
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ing, sore mouth and diarrhea are excluded from consideration. 
Chloramphenicol is known to cause granulocytopenia and there- 
fore might cause agranulocytosis. It is too early to permit con- 
clusions as to whether reactions to these three antibiotics will 
parallel those to penicillin. 


2:1-40 (July 1) 1950 
Three Types of “Natural” Diuresis. J. G. G. Borst and L. A. de 
Vries.—p. 1. 
Effect of Splanchnicectomy on Renal Function. A. I. L. Maitland, 


> 
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‘pamengein and Amoebic Dysentery. T. G. Armstrong, A. J. Wilmot 
and R. Elsdon-Dew.—p. 10. 

Clinical Trial of Xylocaine in Local Anaesthesia. D. M. Carnegie and 
A. J. H. Hewer.—p. 12. 

Transmission of Staphylococcal Antitoxin (Anti-Haemolysin) from 
Mother to Child. J. Murray, R. M. Calman and A. Lepine.—p, 14. 
Aureomycin and Amebic Dysentery.—Armstrong and his 

associates gave aureomycin to 52 patients with acute amebic 
dysentery, five of whom had exceptionally severe and four mild 
disease. Aureomycin was given orally in doses of 0.25 Gm. four 
times daily at six hour intervals for 15 days. The patients with 
the exceptionally severe forms of dysentery were also treated 
by intravenous drip, because they were severely dehydrated. 
Aureomycin produced a high cure rate. The drug quickly 
relieved the symptoms, eliminated the amebas and induced healing 
of ulcers. The drug effects immediate cure in a higher propor- 
tion of cases than does emetine hydrochloride or.any other single 
drug, but the relapse rate in the first month after cessation of 
treatment is high. In view of the high relapse rate, aureomycin 
should be used in combination with some other amebicidal 
agent. The authors believe that combination of diiodohy- 
droxyquinoline with aureomycin would reduce the relapse rate. 


Medical Journal of Australia, Sydney 
1:649-680 (May 20) 1950. Partial Index 

rey Mortality in Australia 1908 to 1945. H. O. Lancaster 

—p. 655. 
“Salt Depletion and Mercury Poisoning: Potential Dangers in Treat 

ment of Failing Heart. K. V. Sanderson.—p. 662 

Salt Depletion and Mercury Poisoning.—Sanderson 
points out that mercurial diuretics in the presence of conges- 
tive cardiac failure stimulate the excretion of sodium salts. It 
would therefore seem to be a hazardous measure to limit the 
intake of salt and at the same time to promote its excretion 
with a mercurial diuretic. If both treatments are continued for 
a sufficient length of time, a dangerous state of salt depletion 
must result. The author reports a case which illustrates this. 
A diagnosis of salt depletion was made on clinical grounds and 
was confirmed by laboratory tests. The patient was given salt 
and water by mouth ad libitum, with a daily minimum of 25 
Gm. of salt. He was seriously ill for several days. When he 
became increasingly short of breath, 400 cc. of blood were 
removed by venesection. This lessened the dyspnea and 
hepatic congestion, and his general condition improved. His 
urinary output returned to normal, and he began to excrete 
up to 6 Gm. of sodium chloride a day. Diarrhea remained a 
troublesome symptom for over a fortnight. After that he felt 
well, but because of increasing nocturnal dyspnea, he was 
again put on a diet of low salt content and given aminophylline 
by mouth. This relieved the dyspnea, but after two weeks he 
again became depressed and lost his appetite and the urinary 
chloride content fell to 2 Gm. per liter. The diet of low salt 
content was then relaxed somewhat, and since then he has 
remained in moderately good health. Salt depletion and mer- 
curial poisoning cause anorexia, weakness, headache, mental 
changes, dry mouth, dyspnea, oliguria, circulatory collapse, 
coma and death. Clinical judgment may be required to dif- 
ferentiate this therapeutically induced complication from a 
natural complication of the disease being treated. The increas- 
ing dyspnea may lead to a diagnosis of increasing cardiac failure 
and to the even more energetic prescription of dehydration 
treatment. In a hypertensive patient the condition could be 
mistaken for terminal renal failure. The peripheral circula- 
tory collapse might suggest myocardial infarction. Pneumonia 
could be suspected because of the fever, dyspnea and cyanosis. 
These errors can be avoided only if a careful clinical assess- 
ment is made, particularly of the manner in which the symp- 
toms developed. 
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Acta Gastro-Enterologica Belgica, Brussels 
13:115-294 (March) 1950. Partial Index 


*Value of Study of Gastric Acidity Curves. P. Alessandrini.—p. 185. 
Considerations Concerning Intestinal Amebiasis. J. Rachet and A. 


Busson.—p. 215 


Gros Test and Prognosis of Hepatic Insufficiency. H. Walter.—p. 218. 


Study of Gastric Acidity Curves.—According to Ales- 
sandrini, study of gastric secretion is indispensable for the 
interpretation of dyspepsia and particularly for the prophylaxis 
of ulcer and anemia. Hyperchlorhydria is the only symptom 
which precedes the clinical appearance of gastroduodenal ulcer, 
and a climbing acidity curve may often be the signal of an 
acute attack. Early diagnosis of ulcer cannot be made with 
the aid of roentgen examination only, or treatment will be 
reduced to surgical therapy. Reduced gastric acidity, which 
may reach the stage of histamine-resistant achylia, is a pre- 
monitory symptom of pernicious anemia and justifies sternal 
puncture: Total achylia may be a symptom of vitamin deficiency, 
particularly of the vitamin B group. Study of the curve of 
gastric acidity is a test of great value from the clinical point 
of view, but it must be carried out repeatedly on two or three 
successive days, because many factors may influence it. The 
author showed that any subcutaneous or intravenous injection, 
such as of distilled water, can stimulate the gastric secretion to 
an extent equivalent or even greater than that induced by his- 
tamine or insulin. Any sudden stimulation of the gastric secre- 
tion elicits a defense mechanism, but such a reflex may be 
produced by either stimulating or inhibitory factors. Thus the 
apparent paradox of ulcer therapy may be easily explained. 
Relief of ulcer pain may be obtained by injections of various 
types, and the same injection may produce different results 
in different persons and may alleviate the pain or make it 
worse in the same patient, depending on the time at which it 
is given. 

Algérie Médicale, Alger 
pp. 109-160 (March) 1950. Partial Index 
*Exercise Test in Diagnosis of Angina Pectoris. R. Raynaud and 

P. Bernasconi.—p. 109. 

Role of Nutritional Factors in Pathogenesis of Hepatitis and Cirrhosis. 

M. Fabregoule and R. Eisenbeth.—p. 119. 

Exercise Test in Angina Pectoris.—Raynaud and Ber- 
nasconi report on exercise tests in seven patients with angina 
pectoris. Electrocardiograms were made with the patients in 
recumbent. position after climbing rapidly 76 steps. Five 
patients between the ages of 44 and 53 had doubtful electrocar- 
diograms at rest and characteristic changes, such as lowering 
of the S-T segment and a diphasic or inverted T wave in the 
peripheral and left precordial leads, after they had climbed the 
steps. The T wave was frequently detached from the S-T seg- 
ment in a sharp angle. Two patients, aged 27 and 36, respec- 
tively, presented a positive T wave immediately after climbing 
the steps, while seven to 10 minutes later the T wave was 
again negative. The authors emphasize that not more than 50 
per cent of patients with angina pectoris respond positively to 
the exercise test. The response may be clinical only in excep- 
tional cases. In general, an electrocardiographic abnormality is 
associated with a clinical response, but frequently the electro- 
cardiogram shows the abnormality in the absence of a clinical 
response, thus being of considerable aid in establishing the 
diagnosis. The “paradoxical” exercise tests in the two younger 
patients are considered positive because the normalization of 
the electrocardiogram was only an apparent one. The degree 
of coronary insufficiency may play some part, since experiments 
on dogs demonstrated that changes of the T wave can be pro- 
duced only with a coronary debit less than 35 per cent. Left 
ventricle insufficiency and a suspected recent coronary throm- 
bosis are definite contraindications to the test. 


Archivos Argentinos de Pediatria, Buenos Aires 
21:161-244 (April) 1950. Partial Index 
*Bronchiectasis in Children. A. Chatas.—p. 161. 

Bronchiectasis in Children.—Chattas reports on 40 chil- 
dren with bronchiectasis. The disease had its origin in infancy 
or in childhood. It was of the acquired type in 34 and of the 
congenital type in six. Bronchography was of great value in 
doubtful diagnosis. In most patients the disease involved the 


MEDICAL LITERATURE 587 


lower lobe of the right or the left lung. Chronic or recurring 
respiratory disease, atelectasis, whooping cough and measles 
were the most frequent pathogenic factors. The symptoms 
were those of cough and expectoration of thick greenish or 
purulent sputum eliminated mainly in the morning. Other 
symptoms were fever and lack of appetite. One or more opera- 
tions were performed on 30 patients. The operation consisted 
of a lobectomy alone or, one year later, of a contralateral lobec- 
tomy or a pneumonectomy. Satisfactory results were obtained 
in 29 patients. One patient died two days after the operation 
of a pulmonary edema complicating contralateral lobectomy done 
six months after the original lobectomy. Bronchiectasis develops 
in two stages of reversible and irreversible bronchial and bron- 
chopulmonary disease. In the earliest phase of reversibility, 
which is of short duration, it is amenable to medical treatment. 
In the later stage of reversibility, it may be cured by surgical 
intervention such as the removal of the involved zone of the 
lung. Pneumonectomy or a unilateral or bilateral lobectomy 
are well tolerated by children. Two of the author’s patients 
are well after a bilateral lobectomy performed in two stages. 
The patients are living with only the two upper lobes remaining. 


Klinische Wochenschrift, Heidelberg 
28:177-208 (March 15) 1950. Partial Index 


Specific Antigen Reactions of Leukocytes in Tuberculous Patients. 
K. Langner.—p. 177. 
Lipid Metabolism in Chronic Undernourishment. W. Horst.—p. 184. 
“Significance of Sternal Puncture for Diagnosis of Malignant Tumors. 
W. Briiggemann and T. Soestmeyer.—p. 189. 
Morphology of Tuberculous Inflammation. O. Fresen.—p, 194. 
Sternal Puncture for Diagnosis of Malignant Tumors. 
—Briiggemann and Soestmeyer examined sternal punctates in 
100 verified cases of cancer (92 carcinomas and eight sar- 
comas). Nearly 1,000 sternal punctures were made without 
complications. Tumor cells could be demonstrated in the ster- 
nal punctate of 25. In five of these examination of the sternal 
punctate gave the first indication of the presence of a neoplasm; 
and this was later corroborated by necropsy. Clinical and 
roentgenologic evidence of bone metastases was present in 14 
patients. One patient had hepatic and one pulmonary metastases. 
Thus, while only 16 of 100 patients had clinically demon- 
strable metastases, sternal puncture revealed metastases in the 
sternum 25 times. The authors observed three types of tumor 
cell colonies in the sternal marrow: (1) large tumor cell 
colonies with little or no normal marrow tissue (three cases), 
(2) multiple small cell groups (17 cases) and (3) diffuse dis- 
seminated individual ‘tumor cells (five cases). The first type 
was found chiefly in patients with carcinoma of the stomach, 
rectum and bronchi. The second type of metastasis was char- 
acteristic of carcinoma of the stomach, prostate, bronchi, rectum, 
breast, larynx and bladder and of branchiogenic carcinoma 
but was also found in lymphosarcoma and in osteosarcoma. 
Dissemination of individual tumor cells seems to occur chiefly 
in sarcoma. Differentiation of tumor cells in the sternal mar- 
row may prove difficult at times, but with sufficient experience 
sternal puncture can be a valuable aid in the diagnosis of 
malignant neoplasms. 


Miinchener medizinische Wochenschrift, Munich 


92:91-168 (April 28) 1950. Partial Index 
New Ideas on Pathologic Physiology of Pregnancy Toxicosis. J. Hof- 
bauer.—p. 107. 
Pathogenesis of Tabetic Crises. H. Sauer.—p. 111. 
Determination of Bilirubin in Serum Following Ultrasound Applica- 
tion. K. Stuhlfauth.—p. 115. 
*Toxoplasmosis with Particular Emphasis on Ocular Manifestations. 
K. Ullerich and A. Westphal.—p. 119. 
Evaluation of Blood Alcohol Findings. B. Miiller.—p. 127. 
Toxoplasmosis and Ocular Manifestations.—Ullerich 
and Westphal discuss the use of animal inoculation and the 
morphologic demonstration of the Toxoplasma organism in the 
diagnosis of toxoplasmosis. The dye test of Sabin and Feld- 
man has proved superior to all other methods. The authors 
found this test reliable in 500 cases, including clinical and 
experimental infections. They differentiate three stages in 
toxoplasmosis: 1. The acute stage is characterized by a gen- 
eralized infection. There may be stillbirth, encephalitis, rash, 
pneumonia, hepatitis or an asymptomatic course. 2. The sub- 
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acute stage is characterized by formation of visceral foci and 
by the persistence of the causal organism in the brain and the 
eye. Hydrocephalus, beginning intracerebral calcifications, 
chorioretinitis, anterior uveitis and lesions of the optic nerve 
are the manifestations in this stage. 3. Residual lesions such 
as hydrocephalus, microcephalus, defective intelligence, intra- 
cerebral calcifications, scars of the choroid, optic atrophy, 
pseudoglioma and microphthalmos are characteristic of the 
third stage of toxoplasmosis. Westphal and Schultz are of 
the opinion that the majority of fetuses that become infected 
in utero are born dead; a small percentage survive and exhibit 
clinical signs of congenital toxoplasmosis. The disease is of 
great importance in ophthalmology, because ocular lesions are 
especially frequent and are easily recognized. In all seven 
cases’ described by the authors there were ocular lesions, such 
as optic atrophy, choroiditis, chorioretinitis, iridocyclitis and 
cataract. Some of them had brain lesions. In adults toxo- 
plasmosis remains asymptomatic in many instances. In women 
there is danger that latent toxoplasmosis may be transmitted 
to the fetus. 


Neue medizinische Welt, Stuttgart 
1:369-404 (March 18) 1950. Partial Index 


Sex Hormones in Treatment of Hypertrophy and Carcinoma of Prostate 

and Papillomas of Bladder. W. Staehler.—p. 369. 

"Influence of Sex Hormones on Hardness of Hearing Due to Old Age. 

F. Kroath.—p. 374. 

BCG Vaccination: Early Results in Hesse. M. Daelen.—p. 377. 
Palliative Treatment, Especially Spinal Alcohol Injection, in Advanced 

Genital Cancer. R. Kohler.—p. 381. 

Influence of Sex Hormones on Presbyacusia.—Kroath 
points out that the use of sex hormones to improve defective 
hearing due to old age was suggested in 1936. Earlier experi- 
ences with this treatment had raised the question whether the 
improvement in hearing was due to the fact that hormone 
therapy counteracted the subjective ringing sounds in the ear 
or whether the perceptive acuity was actually improved, par- 
ticularly in the region of the upper frequencies. The author 
employed sex hormones in elderly men and women who were 
free from ear noises. There was a subjective improvement 
in hearing, and audiometric tests likewise indicated improve- 
ment. 


Presse Médicale, Paris 
58:549-568 (May 17) 1950. Partial Index 


*Late Consequences of Transfusions and Subcutaneous Hemotherapy: 
Familial Catastrophes Due to Sensitivity to Antigen Rh. M. 
Lacomme and T. Boreau.—p. 549. 

*Temporal Tumors: Anatomicoclinical Considerations with Respect to 
72 Proved Tumors. J. E. Paillas and J. Tamalet.—p. 550. 

Meig’s Syndrome in Medical Pathology. R. Crosnier and Mougenot. 
—p. 554 
Late Sequelae of Blood Transfusions and of Sub- 

cutaneous Hemotherapy.—Lacomme and Boreau report on 

20 families with “hemolytic disease” in newborn infants due 

to sensitization of the mothers to the Rh factor. The adult 

mothers had been given blood transfusions in 15 instances, in 11 

of these in the course of obstetric management. The transfusion 

preceded pregnancy in three instances and was the only 
detected sensitizing agent. The three women had seven chil- 
dren, five of whom died; two who were given exchange trans- 
fusions survived. Combined sensitization of the mother in 
response to transfusion of Rh positive blood and to being preg- 

nant with an Rh positive fetus occurred in the remaining 12 

instances. Although the 15 women had 23 living children born 

before the mothers had been given blood transfusions, 26 of 35 

infants born after their mothers had received blood transfusions 

died. Subcutaneous hemotherapy was practiced in four women 
when they were children of 8 to 10 years. Death of seven new- 
born infants resulted from sensitization of the mother to the Rh 
factor. One sterile woman submitted to subcutaneous hemotherapy 
with her husband’s blood, after which she became pregnant 
three times. The first infant was stillborn, and the other two 
died several hours after birth. The husband of the woman was 

a homozygote. These observations suggest that no blood be 

given to a female adult or child without previous determination 

of the Rh group. Subcutaneous hemotherapy should be cau- 
tioned against, except when there are major indications 
for it. 
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Temporal Tumors.—Paillas and Tamalet report tumors 
of the temporal lobe in 50 men and 22 women. Surgical inter- 
vention was performed on 69 of these; an autopsy was made 
in the remaining three. Microscopic study was made in 64 
instances. There were 21 glioblastomas and 18 astrocytomas, 
The tumors manifested themselves by paroxysmal hallucinatory 
attacks in 27. Except for the visual hallucinations, which may 
also be present in occipital lesions, the paroxysmal attacks 
with hallucinations are practically pathognomonic of temporal 
lesions, especially temporal tumors. This applies also to the 
paroxysmal disturbances of consciousness which were observed 
in 13 cases and the psychomotor automatism which was pro- 
nounced in three. The peculiar characteristics of the hallucin- 
atory and of the psychomotor type of the paroxysmal attacks 
may aid in the differentiation between superficial and deep 
temporal epilepsy. The topographic diagnosis of the temporal 
lesion could be based on the presence of specific temporal 
signs in 50 per cent of the cases, but the side affected by the 
lesion and the nature of the lesion required additional clari- 
fication, since the paroxysmal disturbances were observed irre- 
spective of whether one or the other temporal lobe was involved, 
An aid in the diagnosis was offered by disturbances of speech, 
which were observed in 24 of 32 right-handed patients with 
left frontal tumors, and by an ill defined pyramidal heterolateral 
syndrome observed in 31 patients. An ophthalmologic syn- 
drome with quadrantic hemianopsia assisted in determination 
of the location of the lesion in some cases. Cochleovestibular 
disturbances were not specific. Electroencephalography, arteri- 
ography and ventriculography were required to establish the 
diagnosis in 18 not far advanced cases. Late results of surgical 
removal of the tumors were rather disappointing, since 50 per 
cent of the tumors were malignant and there were a large 
number of astrocytomas with a tendency to recur. 


Ugeskrift for Laeger, Copenhagen 
112:699-744 (May 18) 1950. Partial Index 


*Ulcercarcinoma of Stomach and Its Surgical Indication. E, Dahl- 
Iversen.—p. 699. 

Sarcoma of Stomach. P. Sgnder.—p. 702. 

*Relation Between Cancer and Ulcer of Body of Stomach Illustrated 
by Histories of Cancer Patients and Follow-Up of Gastric Ulcer 
Patients. H. H. Seedorff.—p. 705. 

Heredity of Gastric Ulcer. B. Mglgaard.—p. 707. 

*Esophageal Diverticula. J. L. Hansen.—p. 710. 

Preservation of Partial Gastric Function After Extensive Resection 
of Esophagus and Stomach. A. Zacho.—p. 713. 

Medical and Modern Surgical Treatment of Ulcerative Colitis, 0, 
Kapel.—p. 715. 

Obstructive Jaundice of Neoplastic Origin: Three Unusual Cases. G. 
Thymann.—p. 723. 

Pyloric Stenosis After Ingestion of Diluted Hydrochloric Acid With- 
out Injury of Esophagus. L. Zachariae.—p. 725. 
Ulcerocarcinoma of Stomach: Surgical Indication— 

Dahl-Iversen observed 11 ulcerocarcinomas, in eight men and 

three women, in a series of 273 resections of the stomach for 

peptic gastric and duodenal ulcer. Three had juxtapyloric 
ulcer, and eight had ulcer of the body of the stomach. Follow-up 
confirms the grave prognosis of ulcerocarcinoma. The author 
advises operative treatment of chronic ulcer, especially ia 
patients past their thirties, since it is not possible clinically or 
roentgenologically to determine whether the ulcer is benign or 
in early malignancy. Medical treatment may result in clinical 
and roentgenologic improvement of ulcerocarcinoma. Resec- 
tion of two thirds of the stomach is sufficient in case of jux- 
tapyloric microscopic ulcerocarcinoma, provided resection and 
ligature of blood vessels is done to the left of the-last palpable 
inflamed lymph node along the lesser curvature. When the 
lesion is in the stomach, subtotal resection, or gastrectomy in 
certain cases, must be considered. As macroscopic diagnosis 
is uncertain, microscopic diagnosis should be made available 
during the operation as a guide for the extent of intervention. 

The removal of inflamed nodes near the ulcer, for immediate 

examination of frozen sections, a method which the author has 

begun to use, will yield information and does not increase the 
operative risk. 

Relation Between Cancer and Ulcer of Body of 
Stomach.—Seedorff states that, of 231 patients treated for 
cancer of the stomach, 178 (77.1 per cent) had no dyspeptic 
symptoms until immediately before the diagnosis was made. 
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The extent to which achylia predisposes to cancer cannot be 
determined, as the dyspepsia of brief duration often leads to 
the diagnosis of cancer. Beginning cancer may roentgenolog- 
ically suggest ulcer of the body of the stomach and lead to 
erroneous diagnosis. Follow-up of 78 patients treated for ulcer 
of the stomach revealed four deaths due to cancer. In three 
cases the diagnosis is believed to have been in error; in the 
fourth, transition from ulcer to cancer cannot be excluded. 
Esophageal Diverticula.—In Hansen’s 10 cases of esoph- 
ageal diverticula, including two of intrathoracic diverticula, in 
seven men and three women aged 59 to 79, the average dura- 
tion of symptoms was seven or eight years. In all cases extir- 
pation in one stage gave good results. The technic was 
individualized. Follow-up ‘one-half to three years after operation 
showed continued good results in all cases. Operation is 
advised in all diverticula with symptoms. It can be undertaken 
even though the general condition is poor. Giant diverticula 
are best resected in two stages. 


Wiener klinische Wochenschrift, Vienna 
62:217-236 (March 31) 1950. Partial Index 


*Constant Vascular Changes in Nodular Goiters. M. Ratzenhofer.—p. 223. 

Streptomycin in Pediatrics. O. Ruziczka.—p. 225. 

Nailing of Pertrochanteric Fractures of Femur. W. Ehalt.—p. 226. 
Possibilities and Methods of Caries Prophylaxis with Special Considera- 

tion of Fluorides. P. Adler and J. Straub.—p. 227. 

Vascular Changes in Nodular Goiters. — Ratzenhofer 
observed characteristic changes in the connective tissue of the 
capsule and in the marginal areas of adenomatous nodules on 
microscopic examination of nodular goiters among the popula- 
tion of Styria, a goiter region in Austria. These changes con- 
sisted of round or flattened compact cords of longitudinal smooth 
muscular fibers which were found to be obliterated arteries 
and veins. Narrowing of the vessel, as the initial stage of 
obliteration, was observed frequently in small nodules, or it 
may occur only in the larger nodules. Narrowing of the 
lumen is not necessarily associated with important regressive 
changes in the nodules, but their blood supply may be deficient. 
This explains why adenomatous tissue is functionally inferior 
to that of the thyroid parenchyma. There was only mild 
hyperthyreosis in the author’s cases, because of the vascular 
obliteration which prevented the development and activity of 
the adenomatous tissue. Obliteration of the arteries of the 
capsule occurs sooner or later when the nodules reach a certain 
size. The obliteration of the adenomatous tissue leads to 
formation of cysts or necrosis. The severe degenerative 
process depends on ischemia, Necrosis of the adenomatous tissue 
occurs gradually, corresponding to the gradual occlusion of 
the arteries. Obliteration of the veins of the capsule may be 
responsible for the high incidence of hemorrhages. 


62:289-308 (April 28) 1950. Partial Index 

Problem of Thyroid. V. Gorlitzer v. Mundy.—p. 295. 

*Pathogenesis of Herniation of Nucleus Pulposus. G. Schédler.—p. 299. 
Significance of Rheocardiogram. F. Schuhfried and K. Polzer.—p. 301. 
Herniation of Nucleus Pulposus.—Schdéler reports on 
120 patients with herniation of the nucleus pulposus. He sub- 
divides these patients into three groups, depending on the 
pathogenesis of the condition. Fifty men between the ages of 
40 and 50 complained of severe lumbago; sciatica, although 
present, was mild. Surgical intervention and microscopic 
examination showed isolated degeneration of the intervertebral 
disk. Dehydration was the cause of narrowing and increased 
fragility of the disk with subsequent loosening of the inter- 
vertebral connections. This: loosening causes the typical insuf- 
ficiency syndrome. Complete recovery resulted from surgical 
intervention in 20 patients; 15 patients were considerably 
improved, and in 15 treatment failed, loosening of the interver- 
tebral connections remaining unchanged although the herniated 
mass had been removed. Fusion of the spinous processes and 
of the vertebral bodies may be required in addition to the 
removal of the herniated mass. Herniation of the nucleus 
pulposus was caused by isolated trauma without fracture of 
the vertebra in four patients, between the ages of 20 and 30, 
who jumped down 30 feet. The abnormal pressure caused a 
sudden rupture of the annulus fibrosus with immediate prolapse 
of the nucleus pulposus. Recovery resulted from immediate 
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surgical intervention in all four patients. Forty additional 
patients, between the ages of 20 and 35, were laborers who 
sustained trauma during their work and had pain in the lumbar 
region for two to five hours followed by a pain-free interval 
of two to 10 weeks. Trauma was the primary cause of the 
herniation, and secondary degeneration ensued. Operation was 
performed six to 12 months after the occurrence of pain. 
Recovery resulted from the surgical removal of the herniated 
mass in 28 patients; eight were considerably improved, and 
treatment failed in four, two of whom recovered after fusion 
operation. Twenty-six patients between the ages of 20 and 
36 were German prisoners of war in the United States and 
were used as workers for the cotton harvest. They experi- 
enced the first pain two to 12 weeks after the harvest. Her- 
niation of the nucleus pulposus in these men was caused by 
their constantly bending over while working, to which they 
were not accustomed. Because of the flexion of the spine, 
the vertebral bodies were drawn closer to one another ventrally 
and the nucleus pulposus was being displaced dorsally, thus 
causing increased tension on the dorsal portions of the annulus 
fibrosus. Degeneration of the disk and rupture result. Recov- 
ery resulted from surgical removal of the herniated masses in 


was required in two patients. 


Zeitschrift fiir Kreislaufforschung, Frankfurt 
39:129-192 (March) 1950. Partial Index 
*Trigeminal-Cardiac Refiex in Circulatory Disease. F. Brauch.—p. 130. 
Effect of Hydrated Ergot Alkaloids on Arterial and Venous Blood Pres- 

sure. D. Hammerschmidt and F. Odenthal.—p. 150. 

Hemodynamic Circulatory Reactions in Natural and Experimental Renal- 

Humoral Hypertension. E. Koppermann.—p, 161. 

Trigeminal Cardiac Reflex in Circulatory Diseases.— 
Immersing the face into cold water results in reactions elicited 
by thermal reflexes in the trigeminal sphere, which can influ- 
ence the heart, vascular system, respiration and the process of 
swallowing. Brauch investigated the trigeminal-cardiac reflex 
in patients with cardiac and circulatory lesions. Face immer- 
sion is a functional test which reveals the extent to which the 
heart responds to extracardiac stimuli. The temperature 
employed for immersion is 10 C. (50 F.). Brauch describes 
observations on several patients which reveal the possibility of 
elicitation of stenocardiac symptoms by cooling in the region 
of the trigeminal nerve. The old clinical experience that attacks 
of angina pectoris can be elicited by a cold wind or by entrance 
into a cold room is proved by this test. In several persons the 
immersion test did not elicit signs of angina pectoris, although 
they had organic cardiac lesions. In these patients with myo- 
cardial lesions prolonged immersion test and electrocardiograms 
demonstrated a collapse mechanism, which might explain some 
otherwise unexplained deaths which occur during bathing and 
swimming. The immersion test can be employed to determine 
suitability for swimming. In a small group of patients with 
heart disease the pulse rate showed extraordinary rigidity and 
was not influenced by the immersion experiment. Abnormal 
pulse rates are often refractory to extracardiac stimulation ; one 
instance of this is the tachycardia of patients with exophthalmic 
goiter which does not respond to the immersion test. 


Zentralblatt fiir Gynadkologie, Leipzig 
72:1-64 (No. 1) 1950. Partial Index 
*Surgical Therapy in Venereal Lymphogranuloma. H. H. Schmid.—p. 12. 
Irradiation Therapy in Tuberculosis of Uterine Cervix. W. Mobius. 

a 2 
pinion of Postoperative Adhesions. L. Biermer.—p. 37. 

Surgical Therapy in Lymphogranuloma Venereum.— 
Schmid says that patients with venereal lymphogranuloma 
seldom require surgical treatment during the acute stages of 
the disease, except that an artificial anus may be required in 
patients with symptoms of sepsis. In the sequels of the disease, 
such as callosities, fistulas and severe rectal strictures or stenosis, 
the author was able to effect complete healing by extirpation of 
the stenosed tissues in and around the rectum and by subsequent 
closure of the colostomy. The author describes cases in which 
the transverse colon was drawn down to replace the extirpated 
rectum. 
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BOOK NOTICES 


The reviews here published have been prepared 


by competent authorities and 


do not represent the opinions of any official bodies unless specifically stated. 


Doctor and Patient and the Law. By Louis J. Regan, M.D., LL.B., 
Professor of Legal Medicine, College of Medical Evangelists, Los Angeles. 
Second edition. Cloth. $10. Pp. 545.. The ©. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1949. 

The first edition of this book was published under the title 
“Medical Malpractice.” The change in title largely reflects the 
extent of its revision. The original chapters on malpractice 
remain, being the bulk of the book, but they are now supple- 
mented by chapters relating to other medicolegal problems which 
may sooner or later confront any physician. Miscellaneous sub- 
jects, such as blood-grouping tests, adoptions, coroners and 
medical examiners, narcotics and Federal Food, Drug and Cos- 
metic Act, to name a few, are among the matters of medico- 
legal importance to the physician that have been added to the 
book. 

With commendable thoroughness the author has-selected rules 
of law relating to his subject, stating them clearly and suc- 
cinctly. -Then with illustrative court decisions, abstracted in a 
sentence or two, he presents concrete examples of the applica- 
tion of those rules. The examples are numerous and, if not 
exhaustive, are so varied that one may draw analogy from them 
to cover other somewhat similar sets of facts. When there 
may be an absence of law or a dearth of judicial precedent, as 
in the matter of artificial insemination, basic rules of law sug- 
gesting the scope of the problem are set forth so that the legal 
pros and cons may be weighed and considered. 

A feature new to this edition of the book is a “chapter dis- 
cussion,” which follows almost every chapter. Here is given 
a summary and correlation of the several aspects of the topic 
discussed in the chapter and, occasionally, a cautionary state- 
ment written with an understanding and appreciation of the 
physician's problem and the law’s technicality or uncertainty. 

The medicolegal relations of the physician to his patient are 
carefully covered. By examples it is shown how malpractice 
cases arise or are averted; how, if they proceed to court, they 
are won or lost. The legal duties and obligations of the 
physician are described. Excerpts from or brief abstracts of 
court decisions exemplify the result of fulfilling or failing to 
fulfil those duties or obligations. 

The final portion of the book is devoted to preventive 
measures, based on a study of court decisions and statutory law, 
which would, according to the author (and the reviewer), if 
followed, reduce the incidence of litigation involving physicians 
in their professional capacity. 


Exhibitionism. By N. K. Rickles, B.S., M.D., Seniof Consultant at the 
Veterans Administration Center, Los Angeles. Cloth. $5. Pp. 198. J. B. 
Lippincott Company, 227-231 8S. om St., Philadelphia 5; Aldine House, 
10-13 Bedford St., London, W.C.2; 2083 Guy St., Montreal, 1950. 

In the public mind, exhibition of the male genitals by a grown 
man is a piece of unforgivably offensive naughtiness. Although 
it startles and embarrasses the observer, it hurts no one but 
the performer, who seems to have made an unconceivably bad 
bargain—for a childish, impersonal gratification he risks arrest, 
disgrace, legal punishment, social ostracism. A “crazier” piece 
of behavior can scarcely be imagined. Yet the public—and the 
police—treat it as if it were as tempting and reprehensible a 
piece of sinfulness as stealing a watch or exceeding the speed 
limit. Moreover, it is regarded as a special depravity, a kind of 
badness even worse than it seems, like torturing criminals or 
putting molasses in mailboxes. 

Dr. Rickles, like most psychiatrists, is impressed with the 
inconsistency of such social attitudes with the scientific facts. 
He realizes that one tuberculous man spitting on the sidewalk 
or one cold-ridden stenographer sneezing in an office (without 
a handkerchief) can do a hundred times the actual damage to 
human life and happiness done by a dozen exhibitionists. 


He tries to explain this inconsistency and combat it by 
presenting the known scientific facts about this symptom of 
mental illness. He demonstrates that a good deal is known 
about it by psychiatrists which is not part of the professional 
knowledge of most physicians and certainly is unknown to 
most laymen. But this is a book for the profession—frankly so 
declared—and it is a good one. It is not original research, but 
it is a conscientious compilation and organization of present 
knowledge and theory, including recommended treatment pro- 
cedures, for a symptom constituting one third of all “sex 
crimes.” 


Dental Injuries Following Radical Surgery on the Maxillary Sinus, with 
Special Reference to Changes in Sensitivity After C I-Lue 
By Gunnar Martensson. Acta oto-laryngologica, eieghenniintige LXXXIV, 
Paper. Pp. 74, with 26 illustrations. Stockholm, 1950. 





The subject matter deals primarily with’ injuries to nerves 
supplying the teeth. Contents include a review of the literature 
on this subject, review of the anatomy of the area under con- 
sideration, explanation of materials and methods used and pres- 
entation and evaluation of data in 247 cases in which operations 
on the maxillary sinuses were performed. The data are pre- 
sented in detail with adequate charts and graphs. 

This monograph should be of particular interest to dentists, 
oral surgeons and otorhinolaryngologists. From the standpoint 
of the radiologist, the monograph mentions the use of roentgen 
examinations only in detecting causes for impairment of sensa- 
tion to teeth other than postoperative effects; namely, periapical 
infection and root canal fillings. If the radiologist is familiar 
with dental injuries resulting from surgical procedures, as 
outlined in this monograph, he is in a better position to serve 
as a consultant. 


Das intrakrenielle subdurale, Haimatom. Von Hugo Krayenbiihl und 
Gaetano G. Noto. Lieferung I, Sammlung innere Medizin und thre 
Grenzgebiete, herausgegeben von Prof. Dr. med. P. H. Rossier und Priv.- 
Doz. Dr. med. O. Spiihler. Paper. 18.50 Swiss francs. Pp. 175, with 
32 illustrations. Hans Huber, Marktgasse 9, Bern 16, 1949. 

The authors present a comprehensive, critical analysis of the 
publications dealing with this problem, including 53 of their own 
cases. By comparing and evaluating the various controversial 
opinions concerning its pathogenesis, they come to the conclu- 
sion that there are essentially two forms of subdural hematoma. 
The first is traumatic subdural hematoma due to rupture of a 
larger vessel, mostly a so-called briicken Vene. It presupposes 
a trauma to the skull, though not necessarily a severe one. This 
traumatic subdural hematoma is classified as either the acute 
or the chronic type. With the former the symptoms begin 
from a few hours to about 20 days after injury. Fractures 
of the skull are often, but by no means always, present. The 
history reveals periods of unconsciousness of varying duration. 

With chronic traumatic subdural hematoma the symptoms 
appear after weeks, even after years, and attacks of uncon- 
sciousness are absent. The second form is the spontaneous kind, 
which develops without any preceding injury. The authors 
ascribe it to an idiopathic pachymeningitis hemorrhagica in 
which capillary proliferations on the internal layer of the dura 
lead to bleeding into the subdural space. The possibility of 
differentiating the two forms by histologic examination is dis- 
cussed. As to the symptoms, the authors explain the variety 
of clinical signs by extension of the hematoma (250 cc. has 
occasionally been evacuated) and by the change in intracranial 
pressure due to thrombolytic liquefaction of the blood coagulum. 
They furthermore stress the fact that the process may occur 
on one or both sides. The symptoms encountered are head- 
ache, psychic disturbances, dizziness, vomiting, papilledema, 
paresis of the ocular muscles, including pupillary function, 
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involvement of the trigeminus, pyramidal tract symptoms and 
Cheyne-Stokes breathing. The spinal fluid data are not uniform. 
In the chronic, traumatic form the spinal fluid is clear or xan- 
throchromic and not bloody, a fact which differentiates it from 
subarachnoidal hemorrhage. The general condition of the 
patient is good as contrasted to that of patients with tumor or 
brain abscess. 

The authors discuss the cause and signs of intracranial hypo- 
tension, indicated by low pressure of the spinal fluid. They 
stress its successful treatment with intralumbar sodium chloride 
solution. As a diagnostic aid the roentgenogram of the skull is 
rejected as umsatisfactory. The value and significance of 
encephalographic, ventriculographic and angiographic procedures 
are discussed comprehensively. Electroencephalographic methods 
have proved impractical so far. The only therapeutic approach 
is surgical: Three methods are discussed: (1) Evacuation and 
drainage through drill holes; (2) the osteoplastic method, with 
total or partial removal of the membrane of the hematoma, 
and (3) the combined method (decompression), which makes 
possible evacuation of the hematoma and partial removal of 
the membrane through a smaller trephine opening. 

The legal aspects of the problem are mentioned. 

The work is a valuable contribution to the problem of sub- 
dural hematoma, and its study is highly recommended. 


The Principles and Practices of Rehabilitation. By Henry H. Kess- 
ler, M.D., Ph.D., in Collaboration with Other Authors. Cloth. $9. Pp. 
448, with 133 illustrations. Lea & Febiger, 600 S. Washington Sq., 
Philadelphia 6, 1950. 

Any publication on the subject of rehabilitation by Henry 
H. Kessler commands the attention of everyone concerned with 
this subject, whose rapid growth is probably unprecedented in 
medical history. In the preface Kessler relates the meaning 
of rehabilitation to a broader concept of medical care. Atten- 
tion is directed to the many facets of rehabilitation, and. the 
outstanding feature of teamwork is emphasized. This thought 
is translated into action in the text which follows, in that it is 
the work of 21 authors, each with special experience in a 
particular aspect of the subject. The book is divided into two 
parts: one concerning principles, consisting of 12 chapters; 
the second part concerning practices, consisting of 9 chapters. 
Throughout the text emphasis is given to occupational disability 
and job restoration rather than to physical disability. In this 
connection, the chapters on disability evaluation, guidance and 
training and job placement are of particular importance and are 
clearly presented. 

The comprehensive coverage of the subject is indicated by 
the inclusion of a discussion of not only the usual traumatic 
injuries but also the subjects of heart disease and tuberculosis. 
There are also. chapters on cerebral palsy, poliomyelitis and a 
chapter on neurologic disabilities. In addition to these chap- 
ters; there are others on rehabilitation for the blind and hearing 
rehabilitation. 

This book is an excellent presentation and meets a real need 
that exists today. It should result in clearing many contro- 
versial issues concerning both principles and practices in the 
broad field of rehabilitation. 


Introduction & la médecine interne. Par Jacques Roskam, professor a 
l'Université de Liége. Tome I: Maladies nerveuses, infectieuses, des 
glandes endocrines, de l’appareil respiratoire. Tome II: Maladies du 
ceur et des.vaisseaux,.du sang, des reins, de l’appareil digestif, états 
morbides divers. Boards. 3000 francs. Pp. 454; 461-835, with 93 illus- 
trations. Masson & C'*, 120, Boulevard Saint-Germain, Paris 6¢; Edi- 
tions Desoer, 21 rue Sainte-Véronique, Liége, [n.d.]. 

In his prefatory remarks the author makes clear the genesis 
and purpose of this manual for medical students entering on 
their clinical years. He indicates that his experience with the 
method of bringing students into close contact with patients, and 
of teaching by open examination followed by free discussion 
between student and instructor as to the diagnostic and thera- 
peutic problems presented, influenced him in the writing of this 
book. He.felt that a book. which contained the essentials of 
internal medicine; and which would orient his students in the 
general nature and clinical - manifestations of disease, would 
be extremely useful, particularly as he was unable to find any 
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existing book along just these lines. The purpose of the work 
is, therefore, to prepare the student for a discussion of the 
diagnostic and therapeutic problems which arise in connection 
with the study of individual patients. Such an exercise of the 
reasoning powers demands a knowledge of at least the chief 
facts concerning the pathogenesis and symptomatology of the 
main classes of disease, for it is obvious that, in order to reach 
a diagnosis and formulate intelligent treatment, one must have 
a reasonably comprehensive knowledge of the possibilities. 

The author begins the work with a short historical discus- 
sion of the evolution of. medicine from the mid-seventeenth 
century to modern times, a brief but competent survey empha- 
sizing particularly the role of French scientists and clinicians, 
notably Laénnec and Claude Bernard, but not overlooking the 
early work of Morgagni and the later work of Virchow, Pas- 
teur and others. ~ 

The bulk of the work consists in succinct discussions, clearly 
presented, of the important groups of diseases, beginning with 
the maladies of the nervous system and progressing through the 
parasitic diseases, endocrine disturbances, disorders of the cir- 
culatory, hematopoietic, genitourinary and. gastrointestinal sys- 
tems, the peritoneum and a miscellaneous group including the 
arthritides, intoxications and psychoneuroses. When necessary, 
the clinical discussions are preceded by accounts of. the chief 
facts in the pathologic anatomy and physiology and are fol- 
lowed_by a brief prognostic and therapeutic summary in most 
of the_ sections. 

Although the two large octavo volumes contain 835 pages, 
including an index and tables of contents, they are convenient 
to handle, are printed in clear, readable type and are written 
in simple French. There are no bibliographies. Charts are 


‘included when necessary, and there are many excellent diagram- 


matic illustrations, mostly from standard works, especially in 
the section on the nervous system. The work would make 
instructive summer reading for a student about to enter his 
clinical years. There -are~ indeed~ other works with similar 
titles but none which covers the field in this manner. 


Bowery te Bellevue: The Story of New York’s First Woman 
Ambulance Surgeon. By Emily Dunning Barringer, M.D. Cloth. $3. 
Pp. 262, with 1 illustration. W. W. Norton & Company, Inc., 101 5th 
Ave., New York 3, 1950. 

This book is an autobiography extending from the author’s 
childhood to the completion of an internship at Gcuverneur 
Hospital in New York City in the early part of this century. 
The first few chapters dealing with the period prior to her 
medical education are, dull and wordy; however, the story 
becomes alive with her acceptance as a medical student in the 
old medical college of the New York Infirmary for Women 
and Children. After two years, this school was discontinued 
and she transferred to the new Cornell University Medical 
College, which under its charter was required to accept women 
on the same basis as men. Difficulties appeared, however, when 
she tried to get a hospital appointment on graduation, and for 
a time she was forced to go into medical practice as assistant 
to Dr. Mary Putnam Jacobi. Finally, the author won an 
internship at Gouverneur Hospital on the basis of a com- 
petitive examination. Her experiences on the staff in that 
hospital together with her description of New York medicine 
in those days are delightful reading. Many difficulties attended 
her rise from junior intern to house physician; some of these 
were due to the resentment of her male colleagues, others, to 
the simple fact that the physical facilities in the hospital were 
not designed with the thought of ever having a woman 
physician resident in the hospital. Since she was the first 
woman doctor. to ride in an ambulance, the newspapers used 
many dodges to get either an interview or photograph but 
always without success. Nevertheless, Dr. Barringer as an 
ambulance surgeon was news in those days as attested by the 
numerous clippings. In her account of her own experiences, 
the author has also managed to give an excellent description 
of hospital medical practice in the lower east side of New 
York as it existed in the first few years of this century. 
Because of its content this book might.-well be considered in 
the field of medical history as well as autobiography. 
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Harvey Cushing: Surgeon, Author, Artist. By Elizabeth H. Thom- 
son. Foreword by John F. Fulton. Cloth. $4. Pp. 347, with il'us- 
trations. Henry Schuman, Inc., Publishers, 20 E. 70th St., New York 
21, 1950. 

Shortly after the original biography of Harvey Cushing by 
Dr. John F. Fulton appeared, there were numerous requests for 
a shorter biography which would be more suitable for non- 
medical readers. This book has been prepared largely to meet 
that demand. It is well written, and any reader will find it 
informative and entertaining. Anyone who has read the earlier 
biography by Fulton will immediately be impressed by the simi- 
larity between the two. In view of the fact that both books 
are about the same individual and based upon the same material, 
particularly the letters and diaries of Dr. Cushing himself, this 
is, of course, not surprising. The selections from Dr. Cushing’s 
diaries and correspondence have been well chosen, as have the 
i'lustrations. 

Doubtless Harvey Cushing lived a full life, with many differ- 
ent activities which it is difficult to capture on the printed page. 
Whatever the explanation, Miss Thomson has failed to make 
Dr. Cushing live again. He never seems quite real. In no 
small measure this is due to the fact that the author has been 
primarily concerned, and perhaps far too exclusively concerned, 
with Dr. Cushing’s wanderings. That Dr. Cushing led a very 
active professional life, performing many operations, caring 
for many patients, teaching a large number of distinguished 
pupils, would hardly be gathered from this work. In fact, 
one wonders when he had time for the 2,000 cases of veri- 
fied brain tumors. This biography might be entitled “The 
Journal of the Peripatetic Neurosurgeon,” as within these 
pages Dr. Cushing was forever taking off or arriving home from 
some journey, usually to Europe, was receiving some honorary 
degree or making some brilliant remarks at various meetings. 
That Dr. Cushing did these things and that they were important 
activities in his life, no one could deny, but certainly the most 
important activities in Dr. Cushing’s life took place within the 
walls of the Peter Bent Brigham Hospital in Boston, between 
his fortieth birthday and his retirement at the age of 63, and 
these 20-odd years of intense professional activity received scant 
attention between the covers of this book. 


Oneirophrenia: The Confusional State. By L. J. Meduna, M.D. 
Cloth, $2.50. Pp. 100, with 15 illustrations. University of Illinois Press, 
Administration Bldg., Urbana, Ill., 1950. 

This small book represents an attempt to split off a group 
of cases from the schizophrenias and to set up a new disease 
under the title of Oneirophrenia. Meduna feels that there are 
two types of schizophrenia: an endogenous and an exogenous. 
The endogenous he regards as the true hereditary schizo- 
phrenia with an anatomical basis, a clearcut clinical picture and 
a hopeless prognosis. Pentylenetetrazole and insulin he believes 
will not cure this type of disorder. The exogenous ‘schizo- 
phrenias he considers to be more an acquired type of disorder. 
The clinical picture is somewhat different from the classic 
schizophrenia. The basis of the disorder is a defect in carbohy- 
drate metabolism. This second group of cases responds to penty- 
lenetetrazole, electric shock and insulin therapy. The mental 
picture is primarily one of confusion, clouding of consciousness 
and disorders of perception and apperception. One chapter is 
devoted to the biochemistry of oneirophrenia, and this is 
developed into the statement in the following chapter that 
“oneirophrenia, a primary illusionary psychosis, is therefore the 
clinical result of a disturbance of the carbohydrate metabolism 
of the brain.” This book attempts to revive the older Kraepel- 
inian concepts of dementia precox as a metabolic disorder. No 
consideration is given to environmental factors or to psychologic 
causes, although the author does not exclude the idea that emo- 
tional and environmental stress, by acting on the endocrines, may 
bring about this chain of symptoms. The whole attempt is to 
bring the disorder back into the field of organic disease with a 
purely physiological basis. The material is briefly but clearly pre- 
sented. Only time and further studies will reveal whether this 
concept will be established; meanwhile, all those interested in 
the problem of schizophrenia should familiarize themselves with 
what is an interesting and worth while attempt at further 
understanding of the most important disorder in psychiarty. 
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Primary Carcinoma of the Vagina. By Robert G. Livingstone, Mp. 
Publication Number 38, American Lecture Series, A Monograph ip 
American Lectures in Obstetrics and Gynecology. Edited by John 1 
McKelvey, M.D. Cloth. $2. Pp. 73. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publica- 
tions, Ltd., 49 Broad St., Oxford, England; The Ryerson Press, 299 
Queen St., W., Toronto 2B, 1950. 

This small monograph belongs in the series of “American 
Lectures in Obstetrics and Gynecology.” The material for the 
book is based on 110 patients with primary carcinoma of the 
vagina admitted to the Memorial Hospital for the Treatment 
of Cancer and Allied Diseases, New York. The 73 pages are 
divided into nine chapters and include every aspect of carcinoma 
of the vagina, including anatomy of the vagina, etiology, symp- 
toms, morbid anatomy and clinical course, histopathology, 
diagnosis, therapeutic measures, complications, results of treat- 
ment and prognosis. As the author concludes, the results of 
treatment of cancer of the vagina are extremely poor. The 
five year cure rate calculated by the technics of statistical 
analysis now in use at the Memorial Hospital is 10.5 per cent 
for 76 determinate cases. The radical removal of all areas 
found to be involved by carcinoma is recommended as the 
measure most likely to result in cure, and a combination of 
the technics of surgery and irradiation is expected to prolong 
the life of patients with incompletely operable disease. At the 
end of the book is an extensive list of references. Although 
short, the book contains an excellent review of the subject of 
carcinoma of the vagina. 


Medicine for Nurses. By W. Gordon Sears, M.D., M.R.C.P., Senior 
Physician and Superintendent Mile End Hospital, London. Fifth edition. 
Cloth. $3. Pp. 472, with 67 illustrations. Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2, 1949. 

This book is intended as a collection of the essential facts 
on medicine for student nurses. The author indicates that in 
this fifth edition no major changes have been made. However, 
new material has been added in various sections to bring them 
up to date. 

The book is deficient in providing sufficiently detailed dis- 
cussions on the various disease groups for the average student 
nurse in this country. Too often, the author lists symptoms and 
treatments without adequate explanation of the fundamental 
anatomic and physiologic relations. This approach to the subject 
matter leaves the nurse without an understanding of those 
principles which are essential for intelligent nursing care. 

The author has undertaken an almost impossible task of 
writing a textbook on the essential facts of medicine for 
nurses. The gradations of educational standards in nursing 
schools in this country and abroad create widely varied needs 
in the contents of this type of book. The best that any author 
can accomplish is to provide a reference source on the subject 
which an instructor can consult in the preparation of lectures 
and which can be assigned for supplementary reading by the 
student. 

The book is not to be recommended as a reference source 
for students. It may have some limited value for instructors 
and nurses specialized in medical nursing in that it presents a 
different perspective in some areas of medical care. 


Conference Papers Presented Before the Fifth Clinical Conference of 
the Chicago Medical Society, March 1-2-3-4, 1949. Paper. Pp. 176, 
with illustrations. Official Bulletin Publishing Co., Chicago 1. [n.d]. 

The annual clinical conference of the Chicago Medical Society 
has come to be one of the most important medical meetings in 
the Midwest. This fact is attested by the ever increasing 
attendance at the conference, including many from distant states. 
The papers presented at the Fifth Annwai Clinical Conference 
of the Chicago Medical Society held March 1 to 4, 1949, are 
published in this paper-bound volume. All the authors are 
recognized authorities, and many of them invited to address 
this meeting were from Boston, New York, Philadelphia, 


Toronto, St. Louis, Montreal, Nashville, Tenn., Cincinnati, Ann . 


Arbor, Mich., Minneapolis, and Rochester, Minn. The subjects 
under discussion provided an interesting and practical program, 
which fully justified the effort required to make such a large 
meeting successful. 
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infant Nutrition: Its Physiological Basis. By F. W. Clements, M.D., 
DP.H., D.T.M., Senior Medical Officer, Commonwealth Department of 
Health, Australia. Cloth. $4.50. Pp. 246, with 14 illustrations. 
Williams & Wilkins Company, Mount Royal and Guilford Aves., Balti- 
more 2, 1949. 

This book is concerned with the physiological basis of infant 
nutrition and its relation to feeding and management. The 
author is an eminent Australian physician who is the senior 
medical officer of the Commonwealth’s Department of Health 
and chief of the nutrition section of World Health Organization. 
In the preface, the author states that his book is “largely a 
collection of relevant and related facts culled from scientific 
papers published in periodicals and monographs during the last 
two decades, with occasional reference to personal experiences 
and observations.” Whereas this is true, it is distinctly an 
understatement, for in addition the author correlates, evaluates 
and criticizes evidence in a masterful and concise fashion. The 
book is well organized and the subject matter is clearly 
presented. 

This is a book for students and practitioners interested in 
advanced study. It is clearly outlined and well documented. 
Summaries and clinical discussions are appropriately placed. 
It is not a textbook of methods of infant feeding, but it 
contains a wealth of pertinent scientific background material 
of practical value in the management of infant nutrition. 


Congenital Deformities of the Upper Extremities. By Arne Birch- 
Jensen. Translated from the Danish by Elisabeth Aagesen. Denne 
Afhandling er af det legevidenskabelige. Fakultet ved Kgbenhavns 
Universitet antaget til offentlig at forsvares for den medicinske Doktor- 
grad. Paper. Pp. 285, with 774 illustrations. Andelsbogtrykkeriet, 
Vindegade 72, Odense, Denmark, 1949. 

This book is divided into 11 chapters, which deal with the 
incidence of deformities, classification of material, etiology, 
split hand and atypical spl hand, ectrodactylism, radial and 
ulnar defects, amputations and symbrachydactylism, spontaneous 
amputations and exogenous syndactylism, harelip and cleft 
palate, and eugenic considerations. The author stresses mainly 
the relation of congenital deformities and the part played by 
inheritance. Farabee demonstrated in 1905 that brachydactylism 
was due to a dominant gene in the mendelian sense. 

The author presents a comprehensive collective investigation 
of these comparatively rare deformities. He has attempted to 
examine all the patients with deformities of absence in Denmark, 
and on the basis of this material he describes and classifies 
these deformities in uniform genetic groups. 

The author’s material comprises practically all patients with 
absence deformities involving the superior extremities who were 
born before Jan. 1, 1947, a total of 625 patients. After the 
formal discussion of the 11 chapters, a composite summary is 
presented. A complete table of abbreviations and symbols is 
presented for use in the text. A résumé in Danish is included 
also. Case histories are reported effectively utilizing the “sym- 
bol system.” The last section of the book includes illustrative 
picture material—actual photographs and in some instances 
roentgenograms for each of the 625 cases. There are 408 
alphabetically arranged references. 

This book demonstrates the excellent result which comes 
from the careful planning and utilization of the material at hand. 
One of the smaller countries, no doubt, is the ideal situation for 
a work of this type to be conducted, since the genealogy of the 
hundreds of families involved can be traced more readily. The 
work can be highly recommended to anyone interested in con- 
genital defects of the upper extremities. 


New Discoveries in Medicine: Their Effect on the Public Health. By 
Paul R. Hawley. Cloth. $2.50. Pp. 134, with 14 illustrations. Columbia 
University Press, 2960 Broadway, New York 27, 1950. 

This book presents the second annual series of Bampton 
Lectures in America at Columbia University, delivered by the 
author to audiences of nonmedical students. The subjects dis- 
cussed include the circulatory system, recent developments in 
the treatment of mental disease and a rather overextensive 
treatment of the Rh factor. Of particular interest to physicians 
is the final lecture on “The Socio-Economic Aspects of Medical 
Care” which is a fine summary of the historical factors behind 
current medical economic problems confronting physicians. 
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A Manual of Cardiology. By Thomas J. Dry, M.A., M.B., Ch.B., 
Associate Prof of Medicine, University of Minnesota (Mayo 
Founda*ion), Minneapolis. Second edition, Cloth. $5. Pp. 335, with 
97 illustrations. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, 1950. 





As in the previous edition, this manual is written in a con- 
cise, simple manner so that the facts presented are easily under- 
stood by any physician. It is a reference book as well as a 
manual for the general practitioner. The subject matter covers 
methods of diagnosis, including electrocardiography, the etiologic 
types of cardiac disease, such as congenital, hypertensive, rheu- 
matic, syphilitic, coronary and pulmonary, treatment of heart 
diseases, and special problems of the heart in pregnancy, anes- 
thesia and surgical operations. Numerous excellent illustra- 
tions supplement the text. A short bibliography is placed at 
the end of each chapter. Major changes in revision have been 
made in the chapters on congenital malformation, electrocardi- 
ography, coronary cardiac disease including myocardial infarc- 
tion, congestive heart failure and subacute bacterial endocarditis. 

It is to be expected that a book kept to manual size will 
not adequately cover all subjects. Cardiac fluoroscopy, which 
is an important part of a cardiac examination, is not discussed. 
The newer concepts of the mechanism of congestive heart failure 
are not mentioned in the text, although some references are 
included in the bibliography. Two important cardiac glycosides, 
digoxin and gitalin, are not mentioned at all in the section on 
treatment of congestive heart failure, although considerable 
space is given to another glycoside, digitoxin. Some errors are 
also apparent. The statement on page 305, “Digitoxin appears 
to be the chemical substance which is chiefly responsible for 
the therapeutic action of digitalis,” is not true, because gitalin, 
which is also present in digitalis leaf, is a potent glycoside when 
used clinically. The new mercurial diuretic thiomerin® (mer- 
captomerin) is misspelled as “theomerin.” In contrast to these 
deficiencies, the section on congenital cardiac disease is excellent 
and up to date. On the whole, this manual will serve as a con- 
cise source of information on cardiac problems. 


Happy Toil: Fifty-Five Years of Tropical Medicine. By Major- 
General Sir Leonard Rogers, K.C.S.1., Kt., M.D. With a Foreward by 
Major-General Sir John W. D. Megaw, K.C.LE. Cloth. 18s. Pp. 271, 
with 20 illustrations. Frederick Muller, Ltd., 29 Great James St., 
London W.C.1, 1950. 

The autobiography of any distingyished contributor to human 
knowledge constitutes both a foundation stone and a possible 
pattern for future endeavor. This is amply demonstrated in the 
personal and professional story of the author, one of England’s 
foremost investigators in the field of tropical diseases. The 
hardships which Sir Leonard encountered in obtaining his early 
schooling and medical education, together with the bureaucratic 
obstruction he met in carrying out his program of clinical 
investigation and in developing facilities for postgraduate train- 
ing in tropical medicine in India, constitute one side of the 
picture. His unusually healthy body, alert intellect, abstemious 
habits and almost fanatic zeal constitute the other side. The 
result is that his 27 years of arduous toil in a “beastly climate” 
provided the world and particularly India with significant con- 
tributions to the clinical and epidemiologic aspects of kala-azar, 
amebic colitis and hepatic amebiasis, shigellosis, cholera and 
leprosy. In addition, during the latter part of his service in 
India, almost singlehanded he built the Calcutta School of 
Tropical Medicine and the Carmichael Hospital for Tropical 
Diseases. From 1920, when he was retired from active tropical 
service and returned to England, until he passed his eightieth 
birthday, he was actively engaged in his chosen profession as 
consultant, lecturer and writer. 

Sir Leonard does not write simply and gracefully. Fre- 
quently his style is stilted; at times the detailed description of 
his daily routine provides tedious reading. These shortcomings 
do not do justice to his dynamic personality, which is so admir- 
ably portrayed in the foreword. Appendix I lists Rogers’ more 
important publications and Appendix II, his “Honours and 
Academic Distinctions.” There is a good subject and author 
index. The volume is neatly printed but is rather cheaply 
bound. It is an important contribution to the history of medi- 
cine in a tropical country. 
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The Envelope: A Study of the impact of the World upon the Child. 
By James S. Plant, M.D., Sc.D. Cloth. $3. Pp. 299. The Common- 
wealth Fund, Division of Publications, 41 E. 57th St., New York 22; 
— University Press, Amen House, Warwick 8Sq., London, E.C.4, 

The ceaseless, searching interest of the author in emo- 
tional problems of the child gives this book an unusual force 
and vitality. Plant feels that chief attention must be paid to 
social pressures and the basic needs of the child, these being 
separated, as he sees it, by a membrane described as a “sort 
of psycho-osmotic envelope.” This envelope is of course not a 
tangible structure but rather an attribute of that part of the 
personality which is in contact with the environment. Plant 
believes that only through an understanding of how the envelope 
operates can we appreciate what experiences mean to the 
individual. 

Twenty-one problems found most commonly in his 25 years 
of work with children are detailed in the volume, among them 
security, the feeling of difference, sexual expression and urge, 
reaction to failure, emotional development at four levels (depen- 
dence, narcissism, homosexuality and heterosexuality), sibling 
rivalry and personality differences. However, it is emphasized 
that schematization of these problems is difficult, if not unwise, 
until there is more certainty regarding their foundation. It 
also is pointed out that other authorities have made such lists 
ranging in problem content from 1 to more than 40, indicating 
that the number is far less important than the method of 
individual approach. In a chapter in the latter part of the 
volume, headed “Some Other Problems,” are brief notes and 
leading questions on subjects such as suicides, insanity, immor- 
tality and the unconscious. In the final chapter, “The Meaning 
of Meaning,” Plant details his philosophy of study and develop- 
ment. Three corollaries of his theoretic formulations also are 
stated. 

This book is important for the reason that it avoids dogmatic 
conclusions and fixed rules. Instead, it performs an important 
service in setting up guideposts for, and in stimulating interest 
in, child study. It is liberally provided with footnotes and 
references, with an additional list of the latter in the back of 


the book. 


Lehrbuch der inneren Medizin. Erster Band. By M. Broglie, et al. 
Herausgegeben von Helmut Dennig. Cloth. Pp. 999, with 161 illustra- 
tions. Georg Thieme Verlag, Diemershaldenstresse 47, (14a) Stuttgart 0, 


1950. 

This is the first volume of a manual of internal medicine the 
contributors to which are: the editor, Helmut Dennig (infec- 
tious diseases), Prof. H. Schulten (diseases of the blood-form- 
ing organs), Professor H. Reinwein (diseases of metabolism 
and of the glands of internal secretion), Privatdozent M. 
Broglie (diseases of the osseous and muscular apparatus) and 
Prof. A. Heymer (diseases of the mediastinum and of the 
respiratory system). 

The work is arranged along the general lines of an American 
textbook on the principles and practice of medicine, but differs 
from the usual American work in that most of the sections 
are preceded by discussions of the underlying physiology and 
pathology and also cover in considerable detail many of the 
technical diagnostic laboratory tests; they contain material for 
which the reader usually consults works on pathology, applied 
physiology or laboratory and technical diagnosis. This plan 
doubtless has advantages, but it adds bulk to the chief subject 
matter—the etiology, symptomatology, diagnosis, prognosis and 
treatment of internal diseases—which as a result of the great 
advances in medical knowledge which have characterized the 
last half-century, has become increasingly voluminous. 

The work is arranged and designed to cover current knowl- 
edge of the sections of internal medicine which are discussed. 
This is done satisfactorily and clearly. There are minor 
omissions, usually of diseases prevalent in the United States 
but rarely, if ever, encountered in Europe. For example, Rocky 
Mountain spotted fever, rickettsialpox and granuloma inguinale 
do not appear in the index. There are occasional typographic 
errors, for example, “rat-bit fever” for rat-bite fever and 
“Mitchel” for Mitchell. But, as a whole, the work is accurate, 
clearly written and informative. 
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The book is less cumbersome than the usual one volume 
American work on the principles and practice of medicine. The 
paper is of fine quality though rather highly calendered. The 
typography is excellent. There are numerous charts, and both 
the black and white illustrations, many of them reproductions 
of excellent photographs, and the colored plates are of high 
quality. Particularly in the sections on bone and joint diseases 
and respiratory diseases there are many good reproductions of 
roentgenograms. There is a table of contents and a good 
index, but no bibliography. 

The work is commended to the student of internal medicine 
who wishes to see a German book on the subject which is 
well written and attractively illustrated. 


Aspects actuels de l’anesthésiologie. Par Marcel J. Dallemagne, 
chargé du cours de biochimie A l'Institut supérieur d’éducation physique 
annexé & la Faculté de médecine de l'Université de Lidge. Paper. 
1650 francs. Pp. 462, with 71 illustrations. Masson et C'*, 120 Boule- 
vard Saint-Germain, Paris 6*, 1948. 

This volume is a noteworthy attempt by the author to present 
to the physicians of his country the wide scope of anesthesiology 
elsewhere, in a humanitarian effort to supplant the now widely 
employed chloroform anesthesia. The author has succeeded 
remarkably in producing, in spite of the vicissitudes of war, an 
extensive review of recent anesthetic literature, concerning 
mainly experimental investigations made from 1940 to 1948. 
Five hundred and fifty-five references are included. An adequate 
alphabetical index of the contents of this volume is provided. 

This well planned book is divided into three parts. The 
first section contains eight chapters dealing with basic principles 
of general anesthesia, including biochemistry, physiopathology 
and pharmacology; the relation of shock and metabolism to 
anesthesia; electrical anesthesia; adjuvants to anesthesia, such 
as curare and other drugs, and a chapter dealing with the 
anesthetic action of steroid hormones. The second part, con- 
taining 10 chapters, is devoted to the clinical application of 
general anesthesia, while the third part, consisting of 6 chapters, 
deals with local and regional anesthesia. These last two chap- 
ters include up-to-date information regarding some of the newer 
procedures, such as continuous spinal anesthesia, and illustra- 
tions and discussions of modern gas machines employed in 
various countries. The material dealing with the use of blood 
transfusion and oxygen therapy is very brief and suggests that 
the importance of these two valuable adjuncts to modern medi- 
cal practice still has not been impressed on the physicians of 
that European area. 

Since this book covers only the period up to 1948, more recent 
ideas regarding the present status of controlled respiration and 
some other procedures unfortunately could not be included. 

All physicians might well profit by a perusal of the discus- 
sions concerning some of the more modern drugs presented in 
this volume. The presentations dealing with the international 
aspect of anesthesia apparatus should be of interest to all 
anesthesiologists. The author has suggested future investigative 
problems for the research scientist. 


Urological Surgery. By Austin Ingram Dodson, M.D., FACS, 
Professor of Urology, Medical College of Virginia, Richmond. With 
Contributions by Randal A. Boyer, M.D., and others. Second edition. 
Cloth. $13.50. Pp. 855, with 645 illustrations. C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, 1950. 

This edition is an excellent contribution to the literature of 
urology. The volume is well written and each subject is treated 
clearly. Numerous specialists collaborated in making this text- 
book far better than a volume by a single individual could have 
been. These special subjects in no way detract from the com- 
pleteness of the material presented. 

The illustrations are clear and as illustrative as any found 
in modern textbooks. The roentgenograms also are worthy of 
being reviewed. The material dealing with nephroptosis is of 
greater length than the subject warrants. Many operations 
dealing with nephropexy are described. These could have been 
omitted. 

The only real criticism most readers will voice is that the 
author deals with too many opinions of other men rather than 
stating his own. In this regard, the chapter on the treatment 
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of prostatic enlargement is one of the best, since the author 
does state clearly his own position. He feels that transurethral 
resection should be confined to small prostate glands. The 
larger glands, he believes, should be treated by open operation. 
In his opinion, perineal prostatectomy is still the procedure of 
choice. There are many urologists who differ with him. In 
spite of these minor criticisms, this volume should be owned 
by all interested in urology. 


Blindness: Modern Approaches to the Unseen Environment. Edited 
by Paul A. Zahl. Cloth. $7.50. Pp. 576, with illustrations. Princeton 
University Press, Princeton, New Jersey, 1950. 

The nucleus of this book, chronologically and_ ideologically, 
is an account of the activities of the Committee on Sensory 
Devices of the National Research Council. This committee 
was organized in 1944 at the request of the Department of 
Medicine and Surgery of the U. S. Veterans Administration 
and of the Surgeon General of the Army for the invention and 
development of aids to blinded military personnel. The commit- 
tee decided on the four specific lines of research: devices for 
reading ordinary print by the totally blind, guidance - devices 
for ranging and obstacle finding, optical magnifiers to aid 
persons of limited visual acuity and improvement of the 
“visagraph,” a machine for the production of enlarged embossed 
images of print and diagrams. When, after three years of 
concentrated coordinated work, a comprehensive report to the 
sponsoring agencies was due, the committee decided to publish 
it in book form together with up-to-date reports on all other 
aspects of the work for and with the blind. The result is a 
comprehensive reference book on all phases of the problem of 
adjustment of the blind to life in the world today. Of the 
30 odd contributors a great many are psychologists or edu- 
cators, two are physicians; 10 contributors are blind. The book 
is organized in seven major sections: history and welfare, edu- 
cation and psychology, vocational considerations, the blinded 
military personnel, time-tested boons .to the blind, exploration of 
new technologic horizons, ophthalmological factors. The section 
on time-tested boons is divided into chapters dealing specifically 
with embossed types, braille, the talking book, the cane as a 
travel aid and the guide dog movement. Hector Chevigny, the 
well known blind author, has contributed an informative 
chapter entitled “A User’s View of the Guide Dog as a Travel 
Aid.” This user’s view is well summed up in his closing 
sentence: “I am dependent on my dog very much. Yes, I am 
dependent on him for my independence.” 

“Exploration of New Technological Horizons” is a fitting 
title for the section describing the activities and accomplish- 
ments of the committee and its consultants and aides in the 
field of new technical devices, such as radar and electronic 
reading machines. Considerable progress has been made, but 
practical use of any of the new machines awaits further 
engineering developments and, specifically, simplification. 

The editor, who is an associate director of the Haskins Labo- 
ratories of New York, has been successful in combining great 
diversity in approach to the problem with the necessary unity of 
purpose. The book should prove of interest and value as an 
up-to-date reference work on blindness and all its attendant 
problems. 


Die thologisch tomisch Grundlagen der Allergie. Von Doz. 
Dr. med. Wilhelm Eickhoff. Paper. Pp. 95, with 40 illustrations. Georg 
Thieme, Diemershaldenstrasse 47, Stuttgart-O, 1948. 





This short monograph is a fine volume for a proper orienta- 
tion of the basic mechanism underlying the allergic phenomena. 
It is a particularly important contribution today because it 
reemphasizes with a great deal of solid evidence the importance 
of the antigen-antibody mechanism in allergy. At this time, 
because of the undue emphasis which has been laid on the not 
entirely proved and accepted histamine theory, reorientation of 
the antigen-antibody hypothesis is a welcome contribution for 
those interested in allergy. This volume is recommended par- 
ticularly for allergists and immunologists. It is well written 
and concise and presents a needed clarification of the subject 
of allergy. 
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Chirurgie des Pancreas. Von Dr. Med. Walter Hess. Vorwort von 
Prof. Dr. 0. M. Schiirch, Vorsteher der chirurgischen Universititsklinik, 
Basel. Paper. 10 Swiss francs. Pp. 156, with 24 illustrations. Benno 
Schwabe & Co. Verlag, Klosterberg 27, Basel 10; Imported by Grune 
& Stratton, Inc., 381 4th Ave., New York 16, 1950. 

This monograph deals with the modern surgical aspects of 
the pancreas. It includes discussions pertaining to acute pan- 
creatitis, chronic pancreatitis, pancreatolithiasis, correlation of 
pancreatic pathology with other organs and systems, pancreatic 
trauma, pancreatic cysts and fistulas, duodenopancreatic 
tumors, technical problems of pancreatoduodenal surgery, islet 
cell tumors, and hyperinsulinism and hypoinsulinism. 

Chapters 2 and 3 deal with acute pancreatitis and are 
excellently written, especially the part pertaining to the physio- 
pathology of the pancreatic ferments and enzymes. It is pointed 
out also that changes in the concentration of these enzymes 
might be found in diseases involving the liver and the parotid 
gland. 

A new statistical study is presented which compares the 
mortality of operative and conservative therapy in cases of pan- 
creatic necrosis. In one group, the operative mortality is 56 per 
cent as compared to 19 per cent in the group receiving conserva- 
tive therapy. The importance of the delayed operation as a thera- 
peutic procedure for complications of pancreatitis, namely, 
abscesses and cysts, is stressed. 

In the section concerning chronic pancreatitis and pancrea- 
tolithiasis, a classification is presented which is based on the 
various forms of clinical manifestations. Chronic pancreatitis, 
therefore, is divided into the following types: chronic relapsing 
pancreatitis, painful chronic pancreatitis, the latent form, the 
hypoglycemic form and the pseudo tumor form with icterus. 

The section dealing with carcinoma and pancreatoduodenal 
surgery is quite inclusive. A series of 12 photographs depict 
the steps of a duodenopancreatectomy. The various types of 
resections and anastomoses are evaluated. The work as a whole 
is excellent. A thorough bibliography alphabetically arranged 
is found at the conclusion of the text. This monograph could 
have been improved greatly by the addition of some well 
planned illustrations which would have amplified the text 
tremendously. 

This work can be recommended for anyone interested in the 
diseases of the pancreas requiring operative treatment.. 


The Nature of the Bacterial Surface: A Symposium of the Society 
for General Microbiology, April, 1949. Edited by A. A. Miles and 
N. W. Pirie. Cloth. $3. Pp. 179, with 16 illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Black- 
well Scientific Publications, 48 Broad St., Oxford, Eng.; The Ryerson 
Press, 299 Queen St.,.W.; Toronto 2, 1949. 

Knowledge of structure, in most natural sciences, is basic to 
analysis of function. Because of the limitations of technical 
procedures, bacteriology has progressed without fundamental 
knowledge of the structure of the bacterial cell. Gross charac- 
teristics such as spores, capsules, flagella and granules have long 
been demonstrated by special staining technics; finer structures 
have been obscured by the limits of resolution of the light 
microscope and the comparatively crude staining methods. 

Many bacteriologists refuse to accept interpretations of 
“students of artefacts” (the nickname of an electron microsco- 
pist) of bacterial structure evidenced by electron micrograms, 
since processing of the pictures requires dried preparations. 
Separation of the micro-organisms from the original fluid 
introduces the risk that some of the structures seen will be 
artefacts; nevertheless it is conceded that separation indicates 
differences in properties. 

The organizers of the symposium deliberately chose the word 
surface to avoid defining the precise differences between the 
various superficial structures of the bacterial cell. Thus 
the discussions include theories regarding the properties, 
functions and identities of bacterial capsules, flagella and cell 
membranes. Evidence to support the various theories was 
obtained by physical, immunologic, biochemical and photographic 
technics. The subject remains highly controversial. 

This volume is recommended to students and eunchars of 
bacteriology..and. to others interested in the basic concepts 
of cytology. 
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Textbook of Bacteriology. By Joseph M. Dougherty, A.B., M.A., 
Ph.D., Dean of the School of Science, Villanova College, Villanova, 
Pa., and Anthony J. Lamberti, B.S., M.S., Instructor in Bacteriology 
and Parasitology, Temple University School of Medicine, Philadelphia. 
Second edition. Cloth. $5.75. Pp. 491, with 141 illustrations. C. V. 
Mosby Company, 3207 Washington Blvd., St. Louis 3, 1950. 

The introduction to this book recommends it for preparatory 
instruction in the essentials of bacteriology and immunology in 
premedical, predental and pretechnologic education, courses 
in public health and hygiene and nurses training schools. Its 
utilization should be confined to those courses; it is not a 
textbook of bacteriology for graduate students or for reference 
purposes. 

The format parallels that of standard textbooks of bacteriology 
and includes several sections on technical procedures utilized 
in the practical application of the science. The material is 
presented with a minimum of technical terms and, in general, 
is accurately, concisely and clearly elucidated. The text is well 
documented with references to the literature, photographs and 
illustrations. It is regretted that the authors have not employed 
the changes in nomenclature recommended in Bergey's 
“Manual of Determinative Bacteriology,” 1948. Several state- 
ments concerning therapeutic efficacy of the antibiotics in disease 
processes already are obsolete; inclusion of therapy in this 
text is considered undesirable. 

The volume fails to incorporate a section on the dangers 
inherent in handling infected material such as will be encoun- 
tered by persons who pursue the previously mentioned pro- 
fessions. The incidence of “laboratory” infections can be 
reduced only by early education of professional personnel ; for 
this reason, it is a subject that cannot be overemphasized. 


Allergy: What it is & What te Do About it. By Harry Swartz, 
M.D., Clinical Assistant, Allergy Out Patient Department, Roosevelt 
Hospital, New York. Cloth. $2.75. Pp. 210. Rutgers University Press, 
New Brunswick, New Jersey, 1949. 

The stated purpose of the book is to present the basic 
concepts of allergy to the public and to clarify some constantly 
repeated misconceptions. It is directed particularly to “you 
the allergic, and you the possible allergic” person. The book 
suffers from the author’s overenthusiastic efforts to detail the 
minutiae of allergy. Occasional passages are difficult to follow. 
For example, on page 101: “Furthermore, if we use the word 
‘allergy’ to denote only a situation wherein symptoms occur, 
the definition becomes simply one of degree, leaving out of 
account the extent of blood vessel activity and reactivity 
of cells less than necessary to produce symptoms and yet of 
the same kind that does.” 

In general, the material is presented accurately. However, 
many allergists would disagree with statements on pages 3, 
23, 68, 90, 94, 97, 162, 164 and 177. 

The author may have learned a great deal about allergy in 
the preparation of this book but it is doubtful whether many 
of his patients or the reading public will make the effort which 
would be necessary to extract the basic concepts of allergy or 
to clear up their misconceptions. 

A medical student taking a course in allergy pr an interne 
starting on an allergy service would find this book instructive, 
but perhaps no more so than the small standard allergy 
textbooks. 

The format, type, glossary and index are good. 


A Primer.of Venous Pressure. By George E. Burch, M.D., Henderson 
Professor of Medicine, Tulane University School of Medicine, New 
Orleans. Cloth. $4. Pp. 174, with 170 illustrations. Lea & Febiger, 
600 S. Washington Sq., Philadelphia 6, 1950. 

The significance of venous pressure in clinical medicine 
receives satisfyingly comprehensive treatment in this textbook, 
which Burch is admirably qualified, both as teacher and investi- 
gator, to write. The aim is to present venous hemodynamics in 
an understandable but accurate manner. The presentation is 
aided by an unusually complete and effective series of simple 
diagrams; these abundantly and effectively clarify the already 
readable text. 

Functional anatomy of the veins is first treated, followed con- 
secutively by physiologic characteristics and hemodynamic 
phenomena, measurement of venous pressure, normal values and, 
finally, measurements in disease. The writing is succinct and 
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clear. The subject matter is treated objectively, and contro- 
versy is omitted. The book is intended for the inquiring begin- 
ner, but it is altogether recommendable to all who would 
arrange their ideas on venous phenomena. A selected bibli- 
ography would have added to the usefulness of the book. The 
format is pleasing, the type is excellent, and the frontispiece 
reproduces one of the few portraits of the physiologist 
Starling. 


Treatment in Psychiatry. By Oskar Diethelm, M.D., Professor of 
Psychiatry, Cornell University Medical College, New York. Second 
edition. Cloth. $8.50. Pp. 546. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill, 1950. 

The author has emphasized the principle that all therapy 
should be directed at the treatment of the patient with a 
disease in lieu of the treatment of the disease entity itself. It 
is pointed out that fundamental factors involved must be 
discovered and treated but there are times when simple 
alleviation of symptoms has genuine value. 

The author has not drawn his recommendations for treatment 
from any special school of therapy, but has endeavored to 
present for utilization whatever has been found of special value 
from research carried out from many different points of view. 
Viewpoint of function is given greatest stress. The mind 
is viewed from the functional aspect as “mentation.” The book 
gives considerable attention to outlining the methods of study 
of the personality. Special methods of treatment, including 
suggestion, hypnosis, psychoanalytic procedures and various 
other psychotherapeutic procedures, including group psycho- 
therapy and methods of child psychotherapy, are discussed in 
detail. 

Cases presented for study and analysis are well selected 
and presented in sufficient detail to provide the nonpsychiatric 
physician with an understanding of the psychobiologic factors 
involved and of the aims of therapy. This volume should be of 
considerable value to students of psychiatry or general prac- 
titioners who desire to orient themselves in this field. 


Dermatologia e¢ medicina. Dal Prof. Marcello Comél, direttore 
dell’Istituto di clinica dermatologica dell’Universita di Pisa. Paper. 
1500 lire. Pp. 543. Vallecchi Editore, Viale dei Mille 90, Florence, 1949. 

This lengthy monograph on the relation between dermatology 
and general medicine is one of a series of specialty volumes 
entitled “Collana di Attualita di Medicina Pratica.” If the 
author’s contribution, “Dermatology and Medicine,” is a fair 
sample of the quality of the works in this series, the latter 
can be considered good evidence of the resurgence of postwar 
Italian scientific medicine. 

The initial chapters present, in readable and interesting form, 
a dynamic, functional and pathogenetic approach to dermatologic 
thinking, as opposed to one purely morphologic and nosologic. 
The roles of infective, allergic, circulatory, metabolic and 
nutritional factors in the development of minor and major 
dermatoses are presented. The lack of any sound etiologic 
background in some of the major dermatoses (psoriasis, 
pemphigus) is clearly noted. The discussion allotted to the 
mycotic and allergic factors in pathogenesis is less than in 
American literature, but that given to emotional and social 
factors is considerably more. The concepts presented are well 
in line with recent trends in dermatologic teaching and the 
volume fulfils its purpose. 

The chapter index appears at the end of the book in place 
of a detailed index. Each chapter is introduced by a short 
phrasic notation as to its content so that it becomes necessary 
to thumb through many pages to refer back to some desired 
item. There are no photographs or charts. 

The final quarter of the book lacks the coherence and quality 
of its main body. The chapter on venereal diseases (including 
gonorrhea) has little place in a volume on dermatology and 
internal medicine. The chapter on dermatologic treatment is, 
at the same time, too superficial and too detailed; basic 
principles are lacking. The review of physical therapy seems 
primarily an advertisement for hydrotherapy, especially of the 
spa variety. The book would have benefited by omission of ifs 
last portions. 
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QUERIES AND MINOR NOTES 


The answers here published have been prepared by competent authorities. They do not, however, represent 
the opinions of any official bodies unless specifically stated in the reply. Anonymous communications and 
queries on postal cards will not be noticed. Every letter must contain the writer's name and address, but 


these will be omitted on request. 


CLIMATE AND THE TENDENCY TO HEMORRHAGE 
To the Editor:—1 have been struck with the incidence of increased bleed- 
ing during oral surgery, particularly during tonsillectomies, when the 
humidity is high. 1! have talked to other surgeons and anesthesiologists, 
and several of them are inclined to think likewise. |! am sure that other 
physicians concerned with the problem would be interested in your 
opinion. ; Luther A. Gilliom, M.D., Washington, D. C. 


ANsWER.—The association of an increasing tendency to 
hemorrhage and thrombosis with periods of increasing humidity 
and lowered barometric pressures (i. e., with the passage of 
a “warm front”) can be observed in a wide variety of medical 
and dental situations and has been carefully studied by Allison 
James. ; 

" Under stable environmental conditions the biochemical, bio- 
physical, and endocrine equilibrium of the person is maintained 
within a limited amplitude. When the environmental situation 
changes, the organism must in turn make proper compensatory 
adjustments by means of the autonomic control of the endocrines 
and the circulation. For instance, the passage of a cold air 
mass will be associated with the increase in blood pressure, a 
relative alkalosis, increase in tissue turgor, shortening of smooth 
muscle, and change in the leukocyte count. There is change, 
too, in the coagulation time and in the adhesiveness of the 
endothelium. This status is reversed in the course of time as the 
organism seeks to reestablish the equilibrium. — If, however, this 
reversal of the autonomic status is now coincident with the 
passage of a tropical or “warm front,” then blood pressures 
will decline markedly, with dilatation of peripheral vessels, 
increased adhesiveness of the endothelium, venous stasis and 
accentuation of bleeding. . ; 

The observations of Dr. Allison James are relevant in this 
connection. He states in his summary: “(1) Among 12,826 
tonsillectomies and adenoidectomies performed in a 12 year 
period on children ranging in age from 2 to 12 years, 136 
apparently true postoperative hemorrhages (1.06 per cent) 
occurred. (2) These hemorrhages occurred in association with 
environmental temperature peaks. (3) The change in tempera- 
ture, not the degree of temperature, is the significant factor.” 

Reference : 


James, A. G.: Hemorrhages Following Tonsillectomy and Adenoidec- 
tomy, Ann. West. Med. & Surg. 2:558 (Dec.) 1948. 


SYMPTOMS IN A COPPERSMITH 

To the Editor:—A man aged 43 has a history of poliomyelitis affecting both 
and the left arm with onset at the age of 3 years. From 1940 
through 1945 he worked as a coppersmith, and later the following symp- 
toms developed: swollen lips, lesions in the mouth, weakness of the legs, 
green perspiration and occasional postural vertigo. His condition was 
diagnosed as copper poisoning. In the past two years on both legs there 
have formed ulcers, one of which now measures 4 by 6 inches (10 by 15 
cm.). Blood pressure is 130 systolic and 50 diastolic. Eye grounds show 
grade 1 arteriosclerosis. Could copper poisoning be an important factor 

in producing ulcers of the extremities? 

J. G. Bradford, M.D., Raymond, Wash. 

ANSWER.—Some soluble copper salts act as irritants to the 
respiratory and gastrointestinal tracts and to the skin. Persis- 
tent local application of copper sulfate solutions has produced 
leg ulcers. Much so-called “copper itch” among metal platers 
is more often produced by other constituents of the plating baths, 
such as alkalies or cyanides. Green hair, green skin and infre- 
quently green bones have been observed, but possibly in the 
absence of significant disease. Green skin at times is only a 
local phenomenon, representing the formation of copper salts 
through the action of the fatty acids of the sebaceous and 
sweat glands. Copper in traces always is present in the urine, 
and the daily intake of copper in food and water approximates 
2 mg. The action of certain body enzymes is inhibited or 
depressed by copper, but the significance of such chemical 
restraint is uncertain. Infrequently cuprosis is mentioned as one 
form of benign pneumoconiosis. Elemental copper is essentially 
harmless, and industrial copper poisoning is scarcely known. 
In this instance no reason is known to associate the leg ulcers 
with any degree of causation by earlier exposure to copper 
while the patient was engaged in the duties of a coppersmith. 


PAPILLARY ADENOCARCINOMA 
To the Editor:—\s there any recent development in the treatment of papillary 
adenocarcinoma? The condition probably arose from the ovary in a 
patient aged 51; nothing was done at the time of operation, three months 
ago, except to remove some tissue for examination. Since then thirty-two 
roentgen ray treatments have been given. There were metastases to fat 
and fibrous tissue, but at the time of operation the liver seemed to be 
- M.D., Georgia. 


ANSWER.—There is no new treatment for papillary adeno- 
carcinoma of the ovary. If the situation is inoperable, roentgen 
therapy can be used as a palliative measure. Treatment must 
be extensive, taking in all the areas known to be infected. Large 
doses of methyltestosterone have been used without producing 
encouraging results in most instances. However, it would be 
worth while to administer 50 mg. per day intramuscularly to 
such a patient while she is receiving her roentgen treatment 
and until masculinization has been produced. None of the 
radioactive isotopes have proved of any value to combat this 
situation. 


ALLERGY TO POLLENS 

To the Editor:—What is the best method of treating a girl 16 years of age 
who is allergic to many pollens. She has always had a mild allergic 
rhinitis with exacerbations during the ragweed and grass seasons. She 
has been receiving perennial treatment with a mixture of dust, ragweed 
and several grasses. Scratch tests are positive to all the aforementioned 
plus many tree allergen extracts. She is now having moderate symptoms, 
and it is not known whether the symptoms are due to grasses or trees. 
Since she has never received injections with extracts of tree pollens, 
should these be added to the mixture? in general, what is the advisabil- 
ity of desensitizing with such complex mi ? If mixt are used, 
should they include most allergens of each group to which the patient 
is allergic or only the dominant member of each group? 


M.D., New York. 


ANSWER.—The question of adding tree pollen extract in the 
treatment of this patient depends solely on whether a clinical 
diagnosis of sensitivity to tree pollen has been established. 
This can be accomplished by observation of the date of the 
onset of increased symptoms. If the symptoms began prior 
to the latter part of May and not earlier than about the first 
part of April, and if the patient is not allergic to molds, then 
clinical tree pollen hay fever can be diagnosed. Positive skin 
reactions to tree pollen are common, but few patients reach a 
degree of clinical hay fever requiring desensitization. The selec- 
tion of the pollen to be used in treatment should be influenced by 
the amount of exposure to the pollen and by its representation 
by closely related members. For example, in most autumnal 
cases in the temperate zone a combination of giant and short 
ragweed is used. In most grass cases either timothy or a mix- 
ture of the latter with June grass, orchard grass and red top 
grass is employed. For the tree cases either a single type of 
tree pollen or a mixture of several, depending on the allergic 
symptoms, is used. It is best to keep each antigen or antigen 
mixture of one season separate from that of the other, since 
the entire principle of desensitization is predicated on a progres- 
sive curve of increasing doses, which should reach a maximum 
at the onset of the season. This cannot be accomplished when 
a mixture of pollens of different seasons and of set proportions 
is made in a vial. If any mixture of such extracts as ragweed 
and grasses is to be made, it should be done in the syringe 
prior to the injection. 





RUBBER MANUFACTURING AND CANCER 


To the Editor:—1 would like to know whether there is any definite relation 
between carcinoma and occupation in the manufacture of rubber, for 
example, in an automobile tire plant. 


T. C. Moss, M.D., Memphis, Tenn. 


ANSWER.—No two producers are likely to carry out identical 
procedures in tire buiding, either from natural or synthetic 
rubber. Thus the statements here made are not generally 
applicable. This industry, being highly progressive, conducts 
much experimental work, so that one may presume that at the 
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laboratory level many known carcinogens have been employed. 
From the rubber industry in toto but not necessarily from the 
rubber tire industry, sporadic occurrence of cancer has been 
reported. Notably, the dyes of colored rubber have been men- 
tioned. Urinary bladder tumors have been reported. Both car- 
bon bisulfide and the naphthylamines are credited as acting as 
carcinogens in the manufacture of rubber products. Benzol, ear- 
lier widely employed in the rubber industry, may produce a leu- 
kemia-like state sometimes referred to as a cancer of blood 
elements. This attribution may be farfetched. High tonnage of 
carbon black is channelled to the tire industry. Since this is 
essentially soot, it has been presumed as possible that retained 
tars could induce tumors analogous to the historic “chimney 
sweepers’ cancer.” Actually, the incidence is no higher than for 
the general public of comparable ages. Some of the accelerators 
employed in rubber curing are suspected as being carcinogens, 
but actual cases are unproved. All things considered, cancer of 
any type is practically unknown as an occupational disease in 
routine tire building. Occurrence at the laboratory level, such 
as from the use of roentgen rays in tire testing, however rare, 
is within reason. 


IDIOSYNCRASY TO ALCOHOL 

To the Editor:—i am 31 years of age and in apparent good health. While 
attending social gatherings at which cocktails are served before dinner, 
at the beginning or at the end of a meal | experience a feeling of 
weakness, followed by uncontrollable yawning, profuse sweating of face 
and hands, fainting sensation, tachycardia and chills. Usually | have 
time to go out into the open air, and after two or three minutes of 
rest the symptoms disappear. What is the explanation, and what can 
be done to avoid these symptoms other than abstaining from liquor? 
1 do not indulge often, perhaps once or twice a month, and in moderate 
amounts only. M.D., New Jersey. 


Answer.—The Editorial Office of the Laboratory of Applied 
Physiology of Yale University has combed the Classified 
Archive of the Alcohol Literature and has provided the follow- 
ing information: “A syndrome quite similar to the one described 
has been reported as occurring after the drinking of alcohol by 
persons previously sensitized through ingestion of or exposure 
to one of the following substances: (a) carbo animalis; (b) 
Coprinus atramentarius; (c) cyanamide; (d) tetraethylthiuram 
disulfide, and (¢) a compound similar to the latter with the 
ethyl groups replaced by morpholine groups. * 

“Certain latent poisonings, i. e., carbon disulfide, carbon tetra- 
chloride, and m-dinitrobenzene can be ‘mobilized’ by the ingestion 
of small amounts of alcohol. The clinical picture in these 
poisonings, however, is not the same as in the reaction when 
any of the substances listed in the preceding paragraph is com- 
bined with alcohol. It would therefore seem justified to inves- 
tigate whether the inquirer has been ingesting or has been 
exposed to one of those substances (perhaps unknowingly). If 
such exposure cannot be demonstrated, the possibility of an 
idiosynerasy to alcohol alone may be entertained; a case has 
been reported of a reaction presumably provoked by alcohol 
alone, with the same clinical picture as seen in the reaction to 
tetraethylthiuram disulfide plus alcohol. Before assuming an 
idiosyncrasy to alcohol, however, the possibility must be con- 
sidered that there may be substances other than [those listed], 
but as yet unreported, which can cause the same reaction if 
present in the human organism when alcohol is ingested. 

“Before considering sensitization, perhaps it would be wise 
to rule out the possibility that the symptoms described are due 
to a brief, temporarily heightened intoxication which occurs in 
some persons soon after drinking on an empty stomach. This 
can easily be done by drinking the same amount and kind of 
beverage after instead of before dinner, since it has never been 
reported that food in the stomach interferes with the action of 
the sensitizing substances.” 


SMALLPOX VACCINE IN TREATMENT OF TUBERCULOSIS 
To the Editor:—What is the opinion of tuberculosis experts on the use of 
smalipox vaccine in the early treatment and prevention of tuberculosis? 
| refer to the method advocated by Dr. W. L. Frazier, Los Angeles, in 
his article “Earlier Treatment of Tuberculosis and Its Prevention,” 
Clinical Medicine, February 1950. 
Francis E. LeBaron, M.D., Foxboro, Mass. 


ANSWER.—It is extremely difficult to obtain precise informa- 
tion concerning the therapeutic effects of any procedure in 
tuberculosis without prolonged observation and careful work 
using experimental animals. Authorities in this field are not 
yet convinced that the necessary study has been devoted to this 
method of treating tuberculosis to justify specific claims for it. 


MINOR NOTES hA ae 


ROCKER SPINE AND PAIN IN NECK 
To Ae 3 Editor:—A white man aged 36 has had pain in the occiput and 


for four years. He has a rocker spine with forward di 
of the face and neck which is becoming progressively worse. He has 
been examined by competent orthopedic surgeons and roen' 
and the following diagnoses have been ted: Marie-Striimpell 
spondylosis and dorsal kyphosis with torticollis. Roentgen examination 
of the cervical portion of the spine, the sinuses and the teeth has revealed 
essentially normal conditi The following procedures have been done 
to alleviate his pain: body cast, cocainization of sphenoid ganglion, 2 
per cent infiltration of both sternocleidomastoid muscles, sleeping on 
hard surface and neck brace to hold up the chin. He was a truck 
driver in the army and has the same occupation as a civilian. He is 
10 pounds (4.5 Kg.) underweight. The condition did exist during adoles- 
cence. What else is recommended? 


Carlo A. Ippolito, M.D., Bronx, N. Y. 





ANSWER.—First it is recommended that the diagnosis be 
clarified. From the description of the abnormalities in a 
man aged 36 with symptoms beginning during adolescence, it 
is likely that he has rheumatoid spondylitis (Marie-Striimpell 
spondylosis, spondylitis adolescens, ankylosing spondylitis) with 
extensive joint damage in the spinal and sacroiliac joints and 
calcification of spinal ligaments. If this is true, physical exami- 
nation should show, in addition to deformities described, decided 
limitation of movement of the affected parts of the spine and 
decreased thoracic expansion. Roentgenograms of the entire 
spine should be made. These will be helpful in supporting the 
diagnosis and in defining the extent of the articular damage. 
If the disease process is active, the erythrocyte sedimentation 
rate is usually elevated. 

If this diagnosis ‘is substantiated, management should include 
use of a firm bed consisting of substantial box springs covered 
by a bed board on which there is a springless mattress (foam 
rubber or hair-felt mixture), moderation of physical activity, 
analgesia with salicylates and exercises to improve muscle 
function and posture. If there is true muscle spasm, antispas- 
modic: drugs (mephenesin [tolserol®] or d-tubocurarine) may 
contribute some relief. If ankylosis and calcification of spinal 
ligaments have not developed to high degree, roentgen therapy 
over the spine and paraspinous tissue might afford good relief 
(Freyberg, R. H.: Roentgen Therapy for Rheumatoid Spon- 
dylitis, M. Clin. North America 30:603 [May] 1946). Pituitary 
adrenocorticotropic hormone (ACTH) and cortisone control this 
disease. (when active) well but are currently available only for 
investigative use. For disease in later stages with extensive 
but incomplete calcification of ligaments, well instituted traction 
may improve posture; exercises thereafter help to maintain 
the improvement. A padded cardboard collar may keep the 
position of the head more nearly normal through the day. If 
the disease is old and inactive, with strain pain from abnormal 
position of the spine as the chief problem, a well fitted Taylor 
type chairback brace may afford significant relief. 


CHLORAMPHENICOL AND PARATYPHOID FEVER 

To the Editor:—in a reply to a query in The Journal, June 10, 1950, page 
610, there is a statement to the effect that so far there have 
no publications on the use of chloramphenicol (chloromycetin®) in the 
treatment of paratyphoid and that the treatment with this substance 
is not satisfactory in Salmonella infections other than abdominal typhoid. 
| take the liberty of calling your attention to the paper by Curtin 
entitled “Treatment of Paratyphoid B (six Cases) and of Weintraub 
(two Cases). The first of the aforementioned papers appear in the 
British Medical Journal (2:1504, 1949). The second one appeared in the 
Schweizerische medizinische Wochenschrift (79:1268 [Dec. 31] 1949). 
| have treated two patients with Salmonella infections (one with pare- 
typhoid B and one with Salmonella panama), both of whom reacted 
promptly to treatment with chloramphenicol. 

Prof. Dr. Heilmeyer, Freiburg, Switzerland. 


GEOGRAPHIC TONGUE 
To the Editor:—A query in The Journal July 1, 1950, page 858, requests 
advice in regard to treatment of so-called geographic tongue. The 
answer stated that the role of the newer antibiotics had not been deter- 
mined. : 
| wish to call your attention to my publication entitled “Transitory 
Benign Plaques of the Tongue, Treatment with Penicillin” (Arch. Dermat. 
& Syph. 56:110-111 [July] 1947) wherein it was pointed out that rinsing 
the mouth with a solution of 1,000 units of penicillin per cubic centi- 
meter of saline solution several times a day will promptly clear the 
eruption, accomplishing this in an average of four days. Although recur- 
rences are not unusual, repetition of the treatment is effective. One 
must bear in mind the possibility of sensitizing the patient to penicillin 
with this method and also the possible appearance of so-called black 
hairy tongue due to changes in bacterial flora induced by the penicillin. 
1 have recently determined that aureomycin troches are effective in 
temporarily clearing the tongue lesions. 
Clarence Shaw, M.D., Chattanooga, Tenn. 








